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T does not appear to be sufficiently widely ap- 
preciated that bronchial asthma is a disease 
which may be fatal of itself. Asthmaties who 
die are too often classified as dying from some 
other cause. Oliver Wendell Holmes is said to 
have described asthma as ‘‘The slight ailment 
that promotes longevity’’, and Bray says, ‘‘ Many 
asthmatics pant on to a good old age’’. Yet 
there are many reports in the literature showing 
that death can be and is caused by suffocation 
due to the widespread bronchial obstruction oc- 
curring in known eases of bronchial asthma. 
The first pathological report of a case of death 
from asthma was published by von Leyden in 
1886. The most comprehensive pathological 
study was made in 1922 by Huber and Koessler.* 
Rackemann? reports autopsy studies in 50 cases 
in which asthma was the obvious symptom and 
‘n most of which asthma was the obvious cause 
of death. He summarizes an additional 58 cases 
from the literature in which complete clinical 
and pathological studies indicate clearly that 
asthma was the cause of death per se. Unger? 
summarized the literature to 1946 and reports 
four of his own autopsied cases. Gay* reported 
24 autopsy studies in 1946 supplementing Racke- 
mann’s report of two years earlier. Since then 
there have been scattered reports in the litera- 
ture so that now more than 170 carefully docu- 
mented eases of asthmatic death with complete 
autopsies are reported. 
Although the pathology of death from asthma 
has long been known and widely reported, it is 
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striking that the number of published cases is 
so small in relation to the very large number of 
eases of asthma which are seen clinically. We 
believe that among the reasons for this is the 
fact that the diagnosis is often missed at autopsy, 
because the characteristic findings are not suffi- 
ciently widely appreciated or known. In our 
hospital, prior to 1944, no post-mortem diagnosis 
of death due to asthma is recorded. 

In 1935, one of us (W) observed a girl of 13 
years of age with severe intractable asthma. 
Various therapeutic efforts were ineffective or 
of only temporary help. Her parents were 
alarmed because of her increasing dyspnea but 
were assured that ‘‘people do not die of 
asthma’’. She died suddenly and a coroner’s 
autopsy was obtained. The most striking fea- 
ture was the bulging of voluminous lungs from 
the opened thorax with the heart being ob- 
secured by the overlapping right lung. The 
larger bronchi were opened and showed little’ 
of significance, and the pathologist recorded 
the case as a cardiac death because the heart 
muscle was somewhat thinner than normal. No 
microscopic studies were made and no speci- 
mens kept. It was not until later that it was 
recognized, after a conversation with Huber, 
that, in all probability, if the smaller bronchi 
had been opened their almost complete obstrue- 
tion would have been seen. This incident is 
recorded because it illustrates one of the pos- 
sible reasons why asthma, even in the presence 
of a striking clinical history, is not more fre- 
quently recognized as a cause of death. Per- 
haps it is not inappropriate to quote the last 
sentence from the section on asthma in the 
Encyclopedia Britannica (1945) ; ‘‘ But notwith- 
standing the intensely distressing character of 
the attacks asthma is not one of the diseases 
that shorten life, except by way of secondary 
changes it induces in the heart’’. 

The pathological picture as reported in the 
literature is characteristic. The lungs are 
voluminous and emphysematous. The smaller 
and medium-sized bronchi are occluded with 
thick, tough and tenacious mucus. The mucosa 
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is thickened adding to the obstruction of the 
lumen; the basement membrane shows hyalin- 
ized thickening. A number of authors report 
hypertrophy of the bronchial musculature. 
There is striking eosinophilic infiltration of the 
bronchial wall. The mucous glands are often 
reported as numerous. The smaller bronchioles 
and alveoli may show dilatation and even 
rupture. 


The symptoms of asthma are undoubtedly 
caused by incomplete obstruction of the bron- 
chi. The weight of clinical evidence and of 
animal experimentation suggests that cedema 
of the bronchial wall and increased secretion of 
a peculiarly tenacious exudate are the chief 
cause of the obstruction. The time-honoured 
theory that it is due to bronchospasm is perhaps 
supported by the reported increase in the bron- 
chial musculature, although this increase may 
be a result of the physiological demand to over- 
come the obstruction. Death occurs when 
sufficient air can no longer reach the alveoli. 


It is pointed out that the therapeutic action 
of epinephrine may be explained by its action 
on the edematous mucosa and wall rather than 
on the muscle, as is the case in the nose or 
elsewhere. Increased capillary permeability and 
cedema are, after all, characteristic of the allergic 
reaction. Whatever theoretical conclusions can 
be drawn as to the mechanism there ean be no 
doubt that sudden asthmatic death is due to 
asphyxia caused by widespread bronchial ob- 
struction. 


One is impressed, on reading the published 
reports, with the uniformity of the findings in 
these cases but not with the deductions. Some 
authors are impressed with the observation that 
death seems to occur only in the older chronic 
asthmatic. Others record death at all ages from 
infaney on. Ineffective attempts are made to 
distinguish the infective or intrinsic asthmas 
from the extrinsic types. Pathologically there 
does not seem to be any real distinction. It is 
true that while death may occur in any type it 
is more prone to occur in those on whom a satis- 
factory etiological diagnosis could not be made 
and whose symptoms were continuous rather 
than periodic. Those with short histories and 
with short and incomplete remissions occurring 
in middle life were the most likely to die. Such 
factors as aspirin sensitivity seemed important 
and above all a very large number followed the 
use of morphine shortly before death. 


WALTON AND OTHERS: SUDDEN DEATH IN ASTHMA 









Canad. M.A. J. 
Feb. 1951, vol. 64 


CASE REPORTS 

The following 13 cases of asthmatic death 
have come under the notice of the authors in 
the past four years. Only five of these cases 
were seen in life by any of the authors and we 
are indebted to our colleagues for the clinical 
records of the remaining eight cases. All except 
one were known to have suffered from typical 
bronchial asthma for varying periods and all 
except Case 4 died of acute asthma. In this case 
death was due to right heart failure, 2 complica- 
tion of chronic asthma. 
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Fig. 1.—Graphic summary of thirteen cases. Solid 
horizontal line indicates known length of illness and 
interrupted line probable symptoms with incomplete 
history. Symbols: S = heavy sedation associated with 
death; A = known aspirin sensitivity; ( — presence 
of right ventricular hypertrophy at autopsy. 


CASE 1 


T.H., a white male infant who died at the age of 14 
months. This child first had nasal and pulmonary symp- 
toms at the age of three weeks. He recovered quickly 
and had similar symptoms again three months later. At 
the age of seven months he was admitted to hospital 
with severe asthma from which he recovered in four days. 
He was reasonably well until the age of thirteen months 
when he was again admitted with severe asthma and 
recovered in five days. He was admitted a month later 
to hospital with sudden severe asthma having been ap- 
parently well in the intervening weeks. 


Dyspnea was marked and the baby was anxious, 
fretful and cyanotic. Expiratory rhonchi were heard. 
throughout the chest and there were no localizing signs. 
The following day dyspnea increased in spite of the 
usual therapeutic measures and he became very restless 
and cyanotic. The temperature rose to 105° F. The 
nurse’s notes describe the child as leaning forward on 
his restraining sheet, waving his arms and breathing 
‘‘frantically’’. Moist crepitations were heard at both 
pulmonary bases at this time. The baby’s restlessness 
increased and he was given one grain of luminal at mid- 
night and a second grain three hours later. He died at 
five in the morning. It is interesting that just prior to 
death the nurse,records the baby’s respirations as being 
laboured but becoming quieter in the half-hour before 
death. 
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There was a history of asthma in both the father’s 
and the wother’s families and the baby’s twin also suf- 
fered from mild asthma. The patient was breast-fed for 
the first two weeks of life only. Pablum was added to 
his diet at an early date and he was eating a wide diet 
within a few months. There is no record of an allergic 
study. Judging from the records there seems to have 
been the impression that the baby suffered from re- 
current ‘‘bronchitis’’ and the infective element was 
stressed. Preoccupation with a possible infective prob- 
lem seems to have arisen in part from the accompanying 
fever. Yet, in retrospect, there can be little doubt that 
this baby suffered from bronchial asthma in five or six 
acute episodes occurring from the age of three weeks to 
his death at the age of fourteen months. During the 
intervals between attacks he appeared to be normal. 
It is difficult to escape the impression that the heavy 
sedation (two grains of luminal in three hours) given to 
an exhausted, cyanotic baby contributed to its death. 


At autopsy the trachea and’ bronchi . were 
plugged with a white tenacious exudate. The 
most striking microscopic change consisted of a 
marked squamous metaplasia of the epithelium 
of the bronchi. Even at this early age the base- 
ment membrane showed hyalinized thickening. 
The picture was complicated by a _ terminal 
bronchopneumonia. 


C4SE NUMBER 
_VOLUMINOUS LUNGS 

DIFFUSE BRONCHIAL PLUGGING 
BASEMENT MEMBRANE THICKENED 


BRONCHIAL WALL THICKENING 
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allergic study and‘ no etiological diagnosis was made. 
It is difficult to escape the conclusion that the large 
amount of demerol (300 mgm. in a few hours) was 
associated with his sudden death. The autopsy findings 
are typical of sudden death from asthma. 


An autopsy was done that morning on the 
order of the Coroner. The lungs were volumi- 
nous and the terminal bronchi were completely 
occluded with mucous plugs. The walls of the 
bronchi were thickened and dilated air saes 
were scattered throughout the periphery of the 
lung. An enlarged thymus weighed 15 grams. 


On microscopic examination there was 
marked emphysema. The smaller bronchi and 
bronchioles were filled with tenacious mucus 
containing large numbers of eosinophils. Goblet 
cells were numerous. The basement membrane 
of the mucosa was greatly thickened and 
measured up to 20 u. The submucosal and 
muscularis coats were thickened and densely 
infiltrated with eosinophils. The spleen was 
congested and contained numerous eosinophils. 
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EPITHELIAL METAPLASIA 
MUCOUS GLANDS INCREASED 
GOBLET CELLS INCREASED 
MICROSCOPIC EMPHYSEMA 
_RIGHT HEART HYPERTROPHY 
THYMUS ENLARGED 
_SPLENIG  E OSINOPHILIA 





Fig. 2.—Summary of individual pathological findings in each case. 


CASE 2 


D.S., a white male who was 31 years old at death. 
This patient was known to have suffered from increas- 
ingly severe asthma since the age of two. His attacks 
were intermittent and often severe but he developed 
normally. He recovered sufficiently to be appointed as 
a fighter pilot in the R.C.A.F. After two years’ opera- 
tional service his asthma recurred and he was invalided. 
The attacks now became more severe and there was much 
hospitalization. -He continued to have relatively symptom- 
free intervals. He had been permitted the use of 
demerol for occasions when adrenalin was ineffective. He 


was found dead in bed one morning and had apparently 
taken 300 mgm. of demerol during the night. 
This young man had undoubted asthma since early 


childhood with at least one long period of remission 
(R.C.A.F. service). 


There is no record of an adequate 


x 


CASE 3 


Mrs. R.P., aged 39 at death. This woman came to 
Winnipeg from Eastern Canada to seek relief from an 
increasing degree of asthma from which she had suf- 
fered all her life. She had become increasingly refrac- 
tory to adrenalin and her husband said that she had had 
morphine on occasion with relief. A doctor called to 
see her and refused to give her morphine for fear of 
addiction but did give her 100 mgm. demerol and then 
sent her to hospital where she died in twenty-five 
minutes. 

No details of her previous history were available but 
she said that she had been shown to be sensitive to cat 
dander. 


On autopsy the lungs were voluminous and 
nearly met in the midline anteriorly. The 
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bronchi were filled with thick tenacious plugs. 
The thymus was present. 

Microscopically the smaller bronchi were 
seen to be filled with mucus containing many 
eosinophils, the basement membrane was thick 
and hyaline, the bronchial walls were markedly 
infiltrated with eosinophiles. The bronchial 
epithelium showed areas of squamous meta- 
plasia. Microscopically the thymus showed 
minimal involution. 

This is a ease of lifelong asthma of increasing 
severity without an adequate clinical history 


who died an acute asthmatic death following *’ 


demerol. 


CASE 4 


Miss E.G., aged 27 at death. This young woman suf- 
fered from increasingly severe asthma since the age of 
nine years. An operation was done on the right antrum 
at the age of 19. At the age of 21 she developed in- 
creasing dyspnea of effort and two years prior to death 
manifested marked congestive heart failure. There was 
no ciinical evidence of rheumatic heart disease and a 
diagnosis of cor pulmonale was made. The heart failure 
was controlled for a time with digitalis, diuretics and a 
low sodium diet but her asthma continued to be extremely 
severe. She was known to be aspirin sensitive and on 
one occasion had a very alarming asthmatic episode fol- 
lowing the ingestion of a compound tablet of aspirin 
and codeine. Her blood eosinophils were 6% of the 
total white cell count. She finally died with auricular 
fibrillation and congestive heart failure. 


At autopsy there was a large bilateral pleural 
effusion and a few seattered pleural adhesions. 
The trachea and bronchi contained some blood- 


stained mucus. The heart weighed 560 gm. 
and the right side was enormously dilated and 
hypertrophied. There was no valvular disease. 
The lungs were large and emphysematous and 
the anterior edge of the right lung showed 
bulle up to 5 em. There was a large ante 
mortem embolus (thrombus?) in the right 
pulmonary artery. 


Microscopically the basement membrane 
showed definite hyaline thickening and the walls 
which were not thickened showed marked eosino- 
philic infiltration. Mueus plugging of the 
bronchi was not as prominent as in many of the 
other cases. Goblet cells were increased. <A 
recent red infaret was seen in the right lung. 

This girl had long-standing and severe bron- 
chial asthma from childhood and developed cor 
pulmonale as a result. She died of congestive 
heart failure with a pulmonary infarct. 

CASE 5 

Mr. K.B. was 58 years old at death. He was known 
to have suffered from bronchial asthma since the age of 
18. He was usually worse in the summer but had some 


trouble in all seasons. In March, 1949, he developed a 
lung abscess from which he recovered and had had 
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minimal asthma until September 1949 when his asthma 
became severe again. At this time he became very ir- 
ritable and used alcohol to excess. He was admitted to 
hospital on October 3, 1949, and was discharged eleven 
days later improved. He continued to drink heavily and 
within three days was readmitted in a very agitated 
state with marked dyspnea and cyanosis and vomiting. 
He was given three grains of sodium amytal by mouth, 
100 mgm. demerol by hypodermic and oxygen and showed 
some improvement. An x-ray examination revealed a 
density in the right lower lobe. On his third day agita- 
tion became a problem and his dyspnea increased greatly, 
the breath sounds were poor and breathing shallow but 
only a few rhonchi were heard. Because of the increas- 
ing agitation and irritability he was given six grains of 
sodium amytal intravenously and died within two hours. 
There is no record of an allergic study. 


At autopsy the lungs were voluminous and 
mucus plugging was marked. The basement 
membrane was thickened and hyaline with dense 
eosinophilic infiltration of the bronchial wall and 
mucus plugs. Some pus was seen in the bronchi 
and there was a small area of pneumonie con- 
solidation in the right lower and left upper lobes 
of the lung. 


It is concluded that this patient died of acute 
asphyxia due to respiratory failure and the 
heavy sedation might well have contributed to 
this event. 


CASE 6 


A.P. was a young naval veteran of 25 at death. He 
had been well until the latter part of his naval service 
when he developed pulmonary symptoms, soon recog- 
nized as bronchial asthma. He had no true remissions 
and his symptoms increased progressively to his death 
in three years. An allergic investigation in a Veteran’s 
Hospital showed no significant findings. On his final 
hospital admission his symptoms were severe and com- 
pletely refractory to the usual therapy. Bronchoscopy 
was attempted. One hour before the examination he was 
given 50 mgm. of demerol hypodermically and intra- 
venous pentothal with curare as an anesthetic. His con- 
dition deteriorated rapidly during the bronchoscopic 
examination. Artificial respiration, oxygen, bronchial 
suction and intracardiac adrenalin were without avail 
and he died. The use of demerol preoperatively and 
intravenous pentothal and curare might well be con- 
sidered as major contributing causes of his death. The 
well known pharmacological effect of curare in leading 
to an increase in circulating histamine would seem to 
support this idea. 


At autopsy both lungs were voluminous and 
the bronchi were filled with tenacious mucus 
plugs. The thymus appeared larger than ex- 
pected at his age. The right heart was moder- 
ately dilated and its wall measured seven milli- 
metres in thickness. The left heart was normal. 
On section the bronchi were blocked with mucus 
containing many eosinophils. The basement 
membrane was thick and hyaline. The bronchial 
walls were markedly infiltrated with eosinophils 
and acute emphysema was prominent. The 
tracheo-bronchial lymph nodes showed marked 
eosinophilia, The thymus showed no involution. 
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CASE 7 


E.L., a white male motor mechanic who was 41 years 
old at death. He had suffered from asthma intermit- 
tently for eight years and there had been two nasal 
operations. There was no record of an allergic study. 
A month prior to death he had been hospitalized because 
of status asthmaticus. The patient died suddenly early 
one morning before adrenalin could be administered. 


A eoroner’s autopsy was performed. The thy- 
mus was enlarged and weighed 25 gm. The 
lungs were greatly distended and filled the entire 
chest cavity. Gross emphysema was noted. All 
of the bronchial tree beyond the main bifurea- 
tion was filled with tenacious mucous plugs. The 
right ventricle was hypertrophied and measured 
7 mm. in thickness. Microscopically the thymus 
showed considerable fat replacement and moder- 
ate eosinophilic infiltration. 


SUMMARY OF PATHOLOGICAL 


FINDINGS 
OIFFUSE BRONCHIAL PLUGGING 
VOLUMINOUS LUNGS 
RIGHT WEART HYPERTROPHY 
MICROSCOPIC EMPHYSEMA 


BRONCHIAL EOSINOPHILIC INFILTRATION 
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BASEMENT MEMORANE THICKENING 


GOBLET CELLS INCREASED 


SPLENIG EOSINOPHILIA 








MUCOUS GLANDS INCREASED 
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| erowcwiat WALL THICKENING 
EPITHELIAL METAPLASIA 


THYMUS ENLARGEMENT 





GENERALIZED LYMPHOID HYPERPLASIA 


Fig. 3.—Incidence of pathological findings. 


CASE 8 


Mrs. A.S., a housewife who was 44 years at death was 
known to have had asthma for ten months, since May, 1947. 
It was severe and frequent and she had several periods in 
hospital. Her brother and son were known to have asthma 


also. Skin tests done in Toronto were said to be nega- 
tive. Sputum was sticky and sometimes yellow. Her 
vital capacity was 21% on her last admission. In hos- 


pital from March 5, 1948, she was treated with potassium 
iodide, adrenalin, aminophyllin and penicillin. An 
elimination diet led to no improvement. She was known 
to be aspirin-sensitive. As she did not respond to any 
treatment, bronchoscopy was decided upon. On March 
19, 1948, she received, as a preoperative medication, 1/6 
gr. morphine and 1/150 atropine. Pontocaine 1% was 
applied to her pharynx and she died suddenly before the 
bronchoscope was passed. The usual efforts at resuscita- 
tion were tried without avail. It was found later that 
she had also been given three grains of sodium amytal 
an hour before the examination. 


At autopsy the typical findings of voluminous, 
emphysematous lungs and diffusely obstructed 
bronehi were seen and the microseopie picture 
was almost identical with the previous ease. : 





CASE 9 


Mrs. M.V., aged 54 years at death. Severe asthma 
for one year with several admissions to various hospitals. 
Ten days prior to death she moved into a new house and 
promptly suffered a severe attack of dyspnea. The 
usual medications, aminophyllin, adrenalin, demerol and 
rectal ether were administered with poor relief. She 
was then given a 1/3 grain tablet of total opium alka- 
loids hypodermically with relief. There were no further 
clinical notes but she died an asthmatic death and with 
a terminal hyperthermia. A blood eosinophilia of 28% 
was recorded. A son and her mother also had asthma. 


Earlier notes recorded that she had been very nervous 
following the loss of a son in the War and that her 
present severe asthma occurred when her other son pre- 
pared to be married. The psychogenic element in her 
history was stressed. However, it is also recorded that 
skin tests could not be done because of urticaria and 
also that a rhinologist had reported ‘‘much nasal path- 
ology and sinus disease’’. 


At autopsy the lungs were voluminous and 
practically all bronchi were filled with tena- 
cious mucus. The right heart was hyper- 
trophied and the microscopic findings were 
parallel to those previously described. 


This woman died an acute asthmatic death 
and the prior use of opiates may have been 
related. The terminal hyperthermia was un- 
usual and unexplained. The suggestion of a 
primary psychogenic role is recorded but not 
borne out and the, probability of a primary 
allergic role was suggested by her urticaria 
and evidence of long-standing ‘‘nasal path- 
ology’? as well as her mother’s and son’s 
asthma, 


CASE 10 


W.L., a white male who was 57 years old at death 
had hay fever in the summer of 1944 and that fall 
developed asthma. He was free of asthma from April 
to July, 1945, when symptoms recurred severely. After 
several weeks in hospital he became well and remained 
so for five weeks. Suddenly one autumn evening shortly 
after returning from a walk into town he became very 
severely dyspneic and died within forty minutes. 


A ecoroner’s autopsy showed extraordinarily 
voluminous lungs and the medium and smaller 
bronchi were completely occluded with tough 
stringy tenacious mucus. Microscopie sections 
were not available for study. 


This man had a short but characteristic 
history of the paroxysmal dyspnoea of asthma 
preceded by hay fever. He had an eosinophilia 
and some evidence of inhalant sensitivity. 


CASE 11 


Mrs. N. S., who was 61 years old at death, suffered 
severe asthma with only partial remissions for 13 months. 
However, there was a history of summer colds and wheez- 
ing for many summers, suggesting pollinosis. No allergic 
studies are recorded. There was a family history of 
asthma. 

In hospital she was easily relieved by adrenalin and 
isuprel but manifested much anxiety which the intern 
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staff thought caused much of her trouble. It is recorded 
in her clinical notes that while her dyspnea was not 
severe she suffered great apprehension and she was given 
100 mgm. demerol hypodermically. She rapidly lost 
consciousness and died a respiratory death in less than 
an hour. 


At autopsy the lungs were voluminous and 
the bronchi were completely occluded. Micro- 
scopic examination presented the findings 
recorded in previous cases. 

Her dramatie death following almost immedi- 
ately on administration of 100 mgm. demerol 
demands the conclusion that it was causally 
related to her sudden death. 
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(6 ec. of 2.5% solution) and curare (2 c¢.c. intercostin) 
given. She died within five minutes. 

An autopsy was done within an hour. Again, 
the lungs were voluminous and all bronchi less 
than 7 mm. were plugged. The right heart was 
hypertrophied. Microscopically the bronchi 
were filled with mucus and eosinophils, the 
basement membrane thickened and hyaline and 
the goblet cells were increased. The bronchial 
walls were densely infiltrated with eosinophils. 

CASE 13 


P.W., white male, aged 61 years. This man collapsed 
and died suddenly while working as an oiler in the rail- 


Fig. 4. (Case 2).—Cross section of lung showing the medium sized and small bronchi 


filled with white mucous plugs. 
mucus. 


Fig. 5. (Case 7).—Low power of a bronchus filled with 
Basement membrane is thickened (x 30). 
emphysema with rupture of alveolar walls (x 48). 


Fig. 6. (Case 2).—Lung showing 
Fig. 7. (Case 2).—Section of bronchial 


wall showing the lumen filled with mucus, out-pouching, muscular hypertrophy and a 
thickened, hyalinized basement membrane (x 100). 


CASE 12 

O.L., a white housewife who was 62 years old at 
death, had severe asthma for one year but with a com- 
plete remission for three months in the summer. There 
was an associated allergic rhinitis. Exceedingly severe 
asthma occurred after eating eggs which she had avoided 
for more than a year. She was hospitalized but did not 
improve and bronchoscopy was undertaken. Pregpera- 
tively atropine gr. 1/150 was given. The pharynx was 
painted with 2% pontocaine and intravenous pentothal 


road yards. Nobody was present at the time of death. 
No further clinical data could be obtained. 


Autopsy was ordered by the coroner. Gross 
examination revealed only two features: a small 
area of old cerebral softening located in the 
right frontal lobe, and rather voluminous lungs 
with gross mucous plugging of the bronchi. 











Canad. M.A. J. 
Feb. 1951, vol. 64 


Microscopically the lungs showed emphysema, 
the mucus within the passages was infiltrated 
with eosinophils and the bronchial walls were 
densely infiltrated with eosinophils. 

In spite of the absence of clinical knowledge 
of asthma it is considered that this patient died 
during an acute attack of asthma. It is felt that 
such a diagnosis can easily be missed in eases of 
sudden death and in whom no history is available. 


DISCUSSION 


It is believed that these 13 cases demonstrate 
that there is a characteristic pathological 
picture in sudden asthmatic deaths and that a 
diagnosis of death from bronchial asthma can 
be made at autopsy. It is also felt that such a 
diagnosis is probably often missed because the 
characteristic gross and microscopic findings 
are not recognized. Sudden death can occur 
from asthma alone. The most common compli- 
cation other than emphysema is hypertrophy 
and dilatation of the right heart but only one 
of our cases manifested clinical evidence of cor 
pulmonale, although six of them showed patho- 
logical change in the right heart. 

Death may occur from asthma at any age 
and sometimes unexpectedly as shown in many 
of our eases. As previously reported aspirin 
sensitivity is of poor prognostic import and 
three of our cases manifested it. Heavy seda- 
tion preceded death in nine of our cases and 
one cannot escape the conclusion that morphine, 
demerol, intravenous anesthetics and curare 
are exceedingly dangerous in an asthmatic. 
Barbiturates are very useful to allay anxiety 
but large doses are probably also dangerous as 
shown particularly in cases one and five. This 
warning has been given many times before but 
it would seem to be worth emphasis and repeti- 
tion. Bronchoscopy is of undoubted value in 
severe asthma but should be done without 
anesthesia if possible and if it is necessary 
ether would probably be the anesthetic of 
choice. 

The physical signs of bronchial asthma, 
particularly the loud widespread rhonchi are 
usually very evident. However, in seriously ill 
patients the absence of these sounds on casual 
examination may mislead the examiner into 
believing that. respiratory obstruction is not 
serious, when in fact obstruction is complete, 
air entry is grossly limited, and the patient’s 
feeble efforts fail to bring out the characteristic 
sounds. Case 5 emphasizes this point. 


~ 
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It is evident from our study and those previ- 
ously reported that there is little or no patho- 
logical difference in the so-called extrinsic and 
intrinsic cases. The changes vary little with 
age except perhaps for greater and more 
permanent emphysema in the aged. Unex- 
plained sudden death may on oceasion be ex- 
plained by asthma as in our last case. 

Bronchial asthma is a distinct disease entity 
and its pathogenesis is probably hypersensi- 
tivity. Clinical manifestations are character- 
istic. It is shown in this report and previous 
ones that asthma has a characteristic patho- 
logical picture at autopsy. 


DISCUSSION OF PATHOLOGIC CHANGES 


Five features were consistently present in all 
cases, 1.e., voluminous lungs, mucus plugging, 
prominent hyalinized basement membrane, 
emphysema and eosinophilic infiltration of the 
bronchial walls. Right heart hypertrophy was 
present in six cases but only one was clinically 
cor pulmonale. In four eases the presence of a 
thymus was noted, but in only one case was 
there generalized increase of lymphoid tissue 
(Case 6). Splenic eosinophilia was present in 
all but three cases. This was very marked in 
most cases and adjudged to be considerably in 
excess of that usually seen in sudden death® yet * 
in three cases eosinophils were almost com- 
pletely absent from the spleen. Increased 
mueus-secreting glands and hypertrophy of 
bronchial walls were not prominent features in 
our cases. Goblet cells were increased in seven 
eases. Epithelial metaplasia occurred in only 
three cases but was striking in these. 


SUMMARY 


1. Thirteen cases of sudden death from 
bronchial asthma are reported and their perti- 
nent findings recorded. 

2. A brief review of the literature is given 
and the characteristic pathology summarized. 

3. The autopsy findings in these 13 cases are 
remarkably alike and all show the character- 
istic picture of widespread bronchial obstruc- 
tion due to mucous plugging. 

4. The danger of certain sedatives is stressed. 


We are indebted to various members of the Honorary 
Attending Staff of the Winnipeg General Hospital for 
permission to study and report eight of these cases; to 
Dr. Bruce Chown of the Children’s Hospital of Winnipeg 
for the report of the infant death; to Dr. T. H. Williams 
of the Department of Veteran’s Affairs (Pathologist) 
for Case 6 and to Dr. I. O. Fryer, Coroner for the 
Province of Manitoba for much helpful assistance and 
permission to study the non-hospitalized cases. 
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RESUME 


Les auteurs rapportent 13 cas de mort subite causée 
par l’asthme bronchique seul. La complication la plus 
commune, autre que 1’emphyséme, est l’hypertrophie et 
la dilatation du ceur droit. Les autopsies pratiquées 
dans chaque cas ont révélé un tableau anatomo-patho- 
logique qui est caractéristique de l’asthme. Les poumons 
sont volumineux et emphysémateux, les bronches petites 
et moyennes sont obstruées par un mucus épais, dur et 
adhérent, 
l’obstruction de la lumiére, il existe une hypertrophie 
de la musculature bronchique et une infiltration impor- 
tante d’éosinophiles dans la paroi. Les glandes 
muqueuses sont trés augmentées en nombre, les bron- 
chioles et alvéoles sont dilatées et parfois perforées. 
Le diagnostic de l’asthme peut ainsi étre fait a 
l’autopsie, mais il fait souvent défaut parce que les 
lésions anatomo-pathologiques et microscopiques ne sont 
pas reconnues. Les symptémes de 1’asthme tiennent sans 
aucun doute 4 1l’obstruction incompléte des bronches, 
le bronchospasme n’intervenant que par suite de 
l’hypertrophie de la musculature bronchique. La mort 
subite par l’asthme peut survenir & tout Age et n’est 
pas le lot des individus 4gés seulement. 

Les auteurs mettent en garde contre l’emploi des 
sédatifs. Trois cas ont manifesté de l’allergie vis-a- 
vis de l’aspirine. Dans neuf cas l’emploi de sédatifs a 
hautes doses précéda la mort. On en vient 4 conclure 
que la morphine, le demerol, le curare et les anesthé- 
siques intraveineux sont extrémement dangereux pour 
un asthmatique. I] en est de méme pour les barbiturates 
trés utiles cependant pour calmer 1’anxiété des malades. 
La bronchoseopie rend d’appréciables services dans les 
formes graves de |’asthme mais elle doit étre faite sans 
anesthésie autant que possible; dans le cas contraire on 
aura recours a 1’éther. 


(ESOPHAGEAL FOREIGN BODIES* 


Gladys Boyd, M.D. 
Toronto, Ont. 


‘THIS study of foreign bodies in the esophagus 
is based on the observations made on 400 
cases seen and cwsophagoscoped at the Hospital 
for Sick Children, in the past twenty-five years. 
Interest was aroused in the subject by the num- 
ber of patients who came after long periods of 
distress and reached the hospital gravely ill, The 
slowness in instituting treatment was due to 
inability to make the correct diagnosis early. A 
survey of the facts in the acute cases is neces- 
sary to see if possible why such unfortunate 
delays are made. 
In Table I are shown the foreign bodies re- 
moved, and the length of time after ingestion 


* From the Hospital for Sick Children and the Depart- 
ment of Pediatrics, University of Toronto, under the 
direction of Alan Brown, M.D., F.R.C.P.[C.]. 
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this was done: 80% of the patients were under 
two years of age, and many were only a few 
months old. It is apparent that even at this 
early age, cupidity outweighs the desire for 
security, as evidenced by the great preponder- 
ance of coins swallowed as against the poor 
second place occupied by safety pins. Buttons 
came third in the number involved. 

It is seen that whereas 86% of all safety pins 
and 75% of all coins were removed within 
twenty-four hours, only 57% of buttons were. 
Further, 24% of the latter were left undisturbed 
for weeks to years. whereas only 9% of coins 
were. No safety pins were left over a week. 
Other foreign bodies left a long time were toys 
and jacks made of plastic material. Radio 
translucency is one common quality of foreign 
bodies that go undetected for long periods. 
There were 70 of these in this series. 

In Table II are listed the symptoms of the 
acute eases. ‘‘Acute’’ is used advisedly to in- 
clude those cases in which the offending object 
was removed within two weeks, as seldom is 
much damage done to the esophagus in this 
time. A surprising fact is that 40 patients were 
asymptomatic, although their parents were not! 
The foreign bodies involved in these cases in- 
eluded many sharp-pointed ones, such as open 
safety pins that might be reasonably expected to 
produce complaints. Note that there were no 
buttons or marbles in this group. 

Vomiting was the most frequent presenting 
symptom in the others. It might occur alone 
or be associated with other symptoms. The 
severity varied from vomiting once at the time 
of the accident, to such severity that even fluid 
retention was impossible and dehydration de- 
veloped. Frequently solids only were provoca- 
tive and might remain so for years in undiag- 
nosed cases. 

Dysphagia was the next most common symp- 
tom. It was sometimes so marked that not even 
fluids could be taken, but more often only solids 
caused difficulty. 

Choking was noted in 28 eases. It was 
usually immediate and transitory. It was often 
relieved by the home treatment applied in the 
attempt to dislodge the object. It was not ac- 
companied by cyanosis. There was nothing 
characteristic about the type of foreign body 
involved. 

Pain was noted with about the same fre- 
quency as choking. It is of greater significance, 
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TABLE I. 


ForEIGN Bopirs REMOVED FROM (EsoPHAGUS—HOsPITAL FOR SIcK, CHILDREN, TORONTO, 1924 - 1949 





Time of removal 





) % of 
Foreign body No. total 
Ss inetd co Ages ean eae 220 55.0 
ND. 53 ce e's cnbaemee’ 68 17.0 
I da oraw d's 3 2c Pdi © ww niock 45 11.0 
See WN Bae te ee est 9 2.5 
RG oie cutanany Ca bas te Ping Sake 8 2.6 
as ahs suas Adee wa en tiles ata 4 1.0 
Dr sols ied ith 4h ewe 7 Red 
Magnifying glass................. 3 0.75 
pO ere ry 2 0.50 
ISS in. viv ord le Cia ee es 5 1.25 
Sas pct i4 ge oad aaa es 5 1.25 
Dee WE 3 snot vo os sb eRe ee 3 0.75 
BN bois 'dhes weak oc wh 4 oe wae teks 3 0.75 
SD gic sien’ b Wek nts 2k aR eR 20 5.1 
BPOERE, «ots. aleauh aoe 402 100% 





24 hours Weeks— Months— 
or less 1 to 7 days up to 6 weeks 6 weeks to years 
165 (75%) 34 (16%) 13 (6%) 8 (3.6%) 
58 (86%) 10 (14%) — — 

23 (50%) 10 (22%) 5 (11%) 6 (13%) 

9 (100%) “* ae — 

8 (100%) _ ae van 

3 (75%) — 1 (25%) — 

7 (100%) an bee wh 

3 (100%) ~~ oes —< 

1 (50%) 1 (50%) — — 

5 (100%) - - om 

5 (100%) — —_ —_ 

1 (83%) 1 (33%) 1 (83%) ont 

— 1 (33%) 2 (66%) = 

19 (95%) 1 (5%) oe 
307 (76.7%) 58 (14.5%) 22 (5.5%) 14 (3.5%) 





however, as it is the most common symptom of 
perforation. It was most often felt in the 
throat. Substernal pain was common, and 
practically always associated with sharp foreign 
bodies, which might easily produce perforation. 
Pain was present once in the neck and once in 
the epigastrium. The latter is usually at- 
tributed to foreign material in the lower end 
of the wsophagus, as it was in this case, and 
according to the literature may be the only 
symptom of rupture in this region. Tenderness’ 
over the trachea and increased pain over the 
larynx on bending the head? have been de- 
seribed as diagnostic of rupture, but they were 





not observed in any of our cases. It is well to 
regard this symptom with proper respect and 
be warned of impending complications. 

Drooling, or inereased salivation was en- 
countered nine times. It is noteworthy that 
coins or safety pins were not responsible, but 
those foreign bodies that completely occlude 
the lumen such as marbles, and less often 
buttons, were. 

Cyanosis was rare. It occurred only three 
times; in each case a marble was responsible. 

Other symptoms than those listed oceurred in ~ 
isolated cases. These included a whistling 
sound when a whistle was in the wrong place. 


TABLE IT 











Symptoms: AcuTE Cases. Forre1GN Bopy REMOVED WITHIN 2 WEEKS. 








Foreign body 


17 coins, 11 safety pins, 3 thumb tacks, 1 cogged wheel, 2 jacks, 


1 metal puzzle. 


6 coins, 1 marble, wheel of toy, 1 metal button, 1 plastic button. 
2 buttons, 1 coin, 1 marble. 


3 coins, 1 key off coffee tin, key from toy. 


10 coins, 1 safety pin, 1 magnifying glass, 1 marble, 1 washer, 1 shoe 


buckle, 1 button, 1 nut, 1 top. 


See under vomiting. 

1 safety pin, 1 marble, 1 coin. 

3 coins, 2 marbles, 1 washer, 1 circular metal piece. 
2 marbles, 1 button, 1 coin. 


3 safety pins, 1 coin. 


2 marbles, 1 coin, 1 safety pin. 


Symptoms Number of cases 
BO I ik sass ces on SERRA 35 
Ws 5nd daguten es si BAS Tees 66 
1. Alone (10 once only........... 44 
(13 severe 
2. With Qype... oc cee. 10 
SFR IS yi cee ce ciwons 4 
4, Witt DOGRGIME. .. wc cece ee 3 3 safety pins. 
Be SN ta ne hbo s were deren 5 
MIN Fk issn ean shar Wk aca ee ee 40 
Se Mires Case a leaete ees 18 
S, Wereeh WOON go vie vec bin cess 11 
3. With drooling............6.... 3 
RS eee ere 1 Safety pin. 
Iie SR IIS oh linac o rene BRM 7 
CMON as 5rd fd ska eR A cae RE 11 
Bs MOR Sand se eb N ogee Rea 1 Safety pin. 
Dy > WEIS a. hole vk es eureka ch 4 
Be. FER wiki ie Cesiesspieaes 1 Safety pin. 
4. With dysphagia............... 1 Safety pin. 
WRU Ra 4 i pace ek Gd ween 4 
Si 2 at a cie Hip eua ad ee ota 28 
Drooling or excess mucus............. 12 
Be NG ine dk GC oerk brace eco tee oe ed 4 
2: With vomiting... .......63..2... 4 


3. With dysphagia............... + 


x 





2 buttons, 1 coin, 1 marble. , 
1 safety pin, 2 marbles, 1 coin. 
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Swallowing movements and apprehension were 
encountered but did not appear significant of 
any particular type of foreign body. 

The symptoms of long standing cases are 
shown in Table III. The shift to respiratory 


TABLE III. 


Symproms oF Curonic (ESOPHAGEAL OpsTRUCTIONS (22) 
ForeIGN Bopy Down 1 Monts To 4 YEARS 








Foreign 
body 


Average 


Symptoms duration 





coins 
4 buttons, 
1 coin 


1. Spasmodic 6.6 mos. 


2. Wheezing 





4 coins, 

1 button, 

1 tiddley 
wink 


Vomiting solids 1.8 mos. 





1 button, 


Dysphagia........ 
2 coins. 





Noisy breathing with 


1 mon. 1 coin. 





symptoms such as cough and wheezing is great 
enough to be significant clinically, even if the 
series is too small for statistical study. These 
symptoms presented in 50% of chronic cases 
and in only 5.2% of acute cases. The cough was 
often spasmodic, leading to a faulty diagnosis 


of pertussis in two cases. In others it was 
croupy, in one instance so much so that trache- 
itis was presumed to be the cause of the trouble. 
Wheezing may be sufficiently severe and long 
lasting that asthma is considered. 

Vomiting on the contrary, occurred in 23% 
of all the acute cases and in only 2.9% of the 
chronic ones. The vomiting in the latter was 
usually only caused by solids, and is not ac- 
companied by nausea or pain. The child would 
bring up a meal and be ready to eat again. He 
might have no trouble for a few days and then 
it recurred. It followed:no pattern of any 
specific disease and was erroneously considered 
as functional. If the foreign body be left for 
years, as in one of the cases to be described, 
intractable vomiting may be a late symptom. 


PATHOLOGY 

Certain of the anatomical relationships of the 
cesophagus and its surrounding tissues must be 
appreciated to understand the complications 
that occur. In brief, it is surrounded either by 
pleura or by the loose areolar tissue of the 
mediastinum. The latter presents no barrier 
to infection, while penetration of the former 
leads to serious infections or excess air. * 
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Foreign bodies lodge so frequently at the 
cricoid level on the posterior wall, that this is 
referred to as the usual location. When they 
pass this level, unless they consist of a large 
bolus of food, they usually pass on into the 
stomach. Only once was the offender found to 
the right. Slightly more often it was on the 
left side, which may be explained by the closer 
relationship of the left main bronchus to the 
cesophagus. 

Diverticula of the traction variety are prone 


to develop in cases that are longstanding. They 
' are probably produced by the surrounding in- 


fected tissue exerting traction on the csopha- 
gus, just as in those due to caseous glands. The 
greater amount of glandular tissue anteriorly 
may, therefore, account for the greater likeli- 
hood of long standing foreign bodies being 
found here. The esophageal mucosa apparently 
heals readily, as in mucosa seen to be abraded, 
ulcerated or the seat of granulations. No delay 
in healing occurs when the irritating factor is 
removed. The only foreign bodies that regu- 
larly produce marked cedema and discoloration 
are marbles. Within an hour, they are deeply 
surrounded with edematous, discoloured mucous 
membrane. Pins are often deeply embedded 
and difficult to remove, yet even in the pre- 
antibiotic days speedy. recovery followed their 
removal. 

Those foreign bodies that perforate at the 
time of the accident, or shortly after, produced 
serious complications and one death. Where 
perforations occurred after the lapse of some 
time by erosion or ulceration, diverticula had 
formed and peri-esophageal infection tended 
to localize the damage, so that less dire results 
were produced. The greater danger from acute 
perforations was pointed out by Orton’ in 1933, 
and has been confirmed by others since. 

In longstanding cases stenosis may develop, 
necessitating dilatations being done. Diver- 
ticule, even large ones, tend to recede. None 
in this series required direct surgical interven- 
tion, although gastrostomy to rest the affected 
area by diverting food passage from the 
cesophagus, has been needed. 


DIAGNOSIS 


The diagnosis of foreign bodies in the eso- 
phagus is not difficult if they are suspected and 
suitable measures are used to prove or disprove 
their presence. 
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First, due regard must be given to the story 
of such an accident when reported by the 
parents. As pointed out before, symptoms may 
be lacking. The presence of suggestive symp- 
toms such as choking, vomiting, dysphagia or 
pain is helpful. In the chronic cases respiratory 
symptoms are suggestive. 

An x-ray should be taken in both the antero- 
posterior and lateral projections. If the foreign 
body is radio-opaque, this may be all that is 
necessary. In the present series 330 were, and 
70 were radio-translucent. No final conclusion 
should be drawn if the flat plate is negative. 
A swallow of a radio-opaque substance should 
be given. Barium is best unless perforation is 
suspected, when lipiodol should be used. The 
technique of this procedure and the deviations 
from normal were described by Guthrie and 
Holland* in 1918. Essentially the swallow 
demonstrates some obstruction to the flow of 
swallowed material. It may either be stopped 
entirely or divide in two streams and go around 
the obstruction. A filling defect is apparent. 
It can be shown at times to persist ten to thirty 
minutes and to remain after a swallow of water. 
If perforation has occurred the lipiodol will be 
seen in the peri-cesophageal tissues. Compres- 
sion of the esophagus may be noted. Increased 
air spaces also become apparent in surrounding 
tissues. If this procedure is carried out, there 
will be few foreign bodies missed. 

(Esophagoseopy should then be earried out 
to confirm the findings and permit the removal 
of the offending substance. It should not be 
done first. Most authors’ still give a mortality 
rate of 0.5 to 2% with this procedure, especially 
in unskilled hands. Our mortality has been nil, 
but any procedure needing a general anes- 
thetic with even a minimal amount of risk 
should not be used when there is a simpler and 
safer method. 


PROGNOSIS 

The prognosis has improved greatly in the 
past twenty years. (Esophagoscopy has become 
a much safer procedure in skilled hands, and 
in case of perforation antibiotics have proved 
a great boon. 

There were three fatal cases in the present 
series. One was due to persistent vomiting for 
three months and terminal bronchopneumonia, 
caused by an unrecognized button in the 
cesophagus. The second case was due to a stick 
pin which perforated the pleura from the 


cesophagus, and travelled to the periphery of 
the lung. This case demonstrated well why a 
lateral x-ray is imperative. The pin was seen 
in the esophagus first, and when it disappeared 
was thought to have passed into the stomach. 
This was apparently confirmed by the A.P. 
x-ray and much valuable time was lost before 
a lateral x-ray showed it protruding into the 
pleural cavity. The third child presented 
symptoms of acute tracheitis of severe nature. 
After a tracheotomy, a plastic jack was success- 
fully removed surgically. Death occurred a few 
days later for no very obvious reason. 


TREATMENT 

Rapid recovery from all symptoms and signs 
is the rule with early removal. Delay results 
in more protracted treatment with the outcome 
at times dubious. It is obvious that speedy re- 
moval of a foreign body is the best treatment, 
and the operation should be done as an emer- 
gency when damaging objects are at fault. 
This would inelude all penetrating bodies, 
jacks and marbles. The procedure can well be 
delayed a day or so with smooth objects such 
as coins when they are asymptomatic, as many 
of these pass out safely without interference. 
Thirty-three were found already in the stomach 
when cesophagoscopy was done, even a short 
time after the x-ray showed the body present 
in the esophagus. 

Practically all foreign bodies can be removed 
by the laryngologist using an csophagoscope, 
and some form of grasping’ instrument. 
Deeply embedded, sharp objects which have 
perforated and are inaccessible with the bron- 
chosecope may need surgical removal. Gastros- 
tomy may be needed, and complications such 
as empyema will, of course, require surgical 
intervention. Antibiotics should be used in 
adequate dosage when perforation and at- 
tendant infection are present. 

In conclusion, the following three cases will 
demonstrate the causes of delay, and the 
serious problems involved in patients where 
treatment has been delayed a long time. 

The first and least complicated one, is one of 
two children of the group who presented a 
similar history and were diagnosed as neuro- 
logical disorders, and in which early diagnosis 
could have been made with a flat x-ray. 


CASE 1 


A.D. (f). The child was admitted at three months. of 


age in 1939 because of persistent vomiting of brown 
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stringy mucus. A barium series was done but no chest 
plate. In the series the unusual amount of air constantly 
present in the stomach was noted, but nothing else was 
seen. She was transfused and hydrated and sent home 
on small doses of phenobarbital as a hypertonic infant. 
The child was a Children’s Aid case whose foster home 
was repeatedly changed, and no clear history was obtain- 
able, but subsequent to the above admission she was in 
hospital three times for vomiting and acidosis. Her 
frequent moves were often the result of the foster 
mother’s refusal to keep her because of this. In 1945, 
at six years of age she came into hospital again because 
for the previous two weeks her usual vomiting had been 
associated with slimy vomitus. A chest x-ray revealed 
the cause of her troubles and a coin much the worse for 
wear was removed. She had three dilatations of her 
csophagus during the next year, followed by complete 
recovery. 


Fig. 1.—Case 1. 


CASE 2 

This case was sent a long distance for treatment of 
supposed malignancy of her mediastinum. 

G.A. Admitted to hospital December, 1946, at age of 
8 years. Four years previously this child choked on a 
large button. X-rays were taken at the time and no 
button seen, so the mother was told it must have been 
coughed up or swallowed down. After some months mild 
respiratory distress developed. This consisted of 
dyspnea, hacking cough and wheezing. This distress 
increased and nine months before admission she developed 
dysphagia. At first this was only troublesome when 
solids were taken, but became increasingly difficult so 
that all swallowing was about impossible. Both flat 
x-rays of the chest and barium swallows were taken at 
this time. The latter showed a typical picture of a 
foreign body in the esophagus, hold-up of the fluid at 
the cricoid level and trickling of the barium past it in 
two streams. Despite this, it was decided that the button 
swallowing was a red herring and the obstruction was due 
to a mediastinal sarcoma. This was treated by radiation 
with no response. Gastrostomy was performed so that the 
child could be given food. She was then sent to the 
Hospital for Sick Children, where A.P. and lateral films 
of the chest were made. They showed a mediastinal mass. 
In the lateral film this was seen to push the trachea 
forward. The superior mediastinal shadows presented 
a long linear shadow, such as mediastinal emphysema 
causes. 


. 
An esophogram was done. This showed obstruction 
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to the flow of lipiodol at the fourth dorsal vertebra, and 
a pouch or diverticulum in the posterior wall. Distal to 
the diverticulum the esophagus was compressed in the 
antero-posterior view. (C:usophagoscopy was done and a 
large button was removed from the posterior wall behind 
the cricoid, and steady improvement resulted. The last 
cesophagoscopy six weeks after the first one showed no 
ulceration, and pockets noted earlier disappeared. 

Feedings were given increasingly by mouth and the 
gastrostomy closed four months after admission, when 
she could take adequate food by mouth. She was dis- 
charged five months after admission in good health. 
Barium still showed some small diverticula. 


CASE 3 
The third case was flown from another city and arrived 
practically moribund. Due credence to the father’s 


story of her swallowing a plastic toy would have made 


Fig. 2.—Case 2. Fig. 3.—Case 2. 


her recovery easy in twenty-four hours instead of five 
months. 

M.J.F., aged 2 years. Admitted May 23, 1949. Two 
months prior to admission here this child swallowed a 
piece of a plastic toy. At the time she choked and in 
the following days she had great difficulty in swallowing. 
She was admitted to the local hospital two weeks after 
the accident. A.P. x-rays were taken and reported nega- 
tive. Her dysphagia persisted and for the two weeks 
prior to coming to Toronto she had great difficulty in 
breathing. 

The child arrived by plane. She did not look as if 
she could live the night. She was deeply cyanosed and 
only semi-conscious. Her right chest was obviously full 
of fluid and her whole mediastinum pushed to the left. 
Immediate aspiration of the right chest was done and 
350 ¢.c. of greenish pus removed. Oxygen was given, as 
well as transfusion and intravenous fluids and antibiotics. 
She improved greatly in twenty-four hours, when another 
250 ¢.c. of pus was aspirated and penicillin instilled. 
After several aspirations of fluid it could be seen that 
the mediastinal shadow was increased in size and the 
right lung collapsed. Four days after admission ceso- 
phagoscopy was done and a large flat piece of plastic 
material removed. Aspirations of pus and injections of 
penicillin were continued another week when open drain- 
age of the chest was done. This continued to drain for 
six weeks, 

She was 
admission. 


discharged cured, three months after 
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SUMMARY 


1. A study of 400 cases with csophageal 
foreign bodies is presented. 

2. The symptomatology of both acute and 
chronic cases has been discussed. 

3. Adequate diagnostic procedures have been 
outlined. 

4. Three longstanding cases have been given 
in detail. 
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RESUME 

Au sujet de 400 cas de corps étrangers de 1’oesophage 
en vingt cing ans, l’auteur impute tout d’abord au 
retard dans le diagnostic la lenteur apportée Aa 
l’institution du traitement. Parmi ces corps étrangers 
en compte avant tout les piéces de monnaie, puis vien- 
nent les épingles de sireté et les boutons. Par cas aigus 
on entend ici ceux ot |’objet a été enlevé deux semaines 
aprés qu’il eut été dégluti, et fait étrange 40 de ces 
petits enfants n’en ressentaient aucun malaise. Le 
vomissement était le symptéme le plus commun, puis 
venait la dysphagie, 1’étouffement immédiat et transi- 
toire; la douleur était le plus souvent un indice de 
perforation. Dans les cas de longue durée, les symp- 
témes respiratoires prédominent, toux, sifflement, mais 
peu de vomissement; cependant il peut alors parfois se 
développer des diverticules. 

Les corps étrangers de ]’oesophage se logent le plus 
souvent 4 la partie postérieure au niveau du cartilage 
ericoide; s’ils dépassent ce niveau ils descendent dans 
l’estomac. Ceux qui firent des perforations au moment 
de l’accident ou peu aprés entrainérent des complica- 
tions graves et l’une d’elles la mort. La muqueuse 
cependant a tendance & guérir rapidement. Devant de 
tels cas, dont certains sont parfois asymptomatiques, 
l’histoire rapportée par les parents prend de 1’import- 
ance. Puis une radiographie est prise dans les plans 
antéro-postérieur et latéral; si la lecture est négative, 
l’ingestion de barium ou de lipiodol est indiquée. En 
dernier lieu enfin ]1’oesophagoscopie, qui est devenue une 
méthode & peu prés exempte de danger lorsqu’elle est 
laissée & des mains expérimentées. Elle doit étre faite 
le plus t6ét possible. Enfin on se servira d’antibiotiques 
quand il y a perforation et imminence d’infection. 


THE PAINFUL BACK 


A. W. Bagnall, B.A., M.D., M.R.C.P.(Lond), 
F.R.C.P.[C.] 


Vancouver, B.C. - 


[N this paper, the thesis is presented that, in 

most eases, the actual discomfort of a painful 
back is more closely related to the patient’s 
battle for a comfortable existence in the high- 
speed civilized world of today than it is to the 
radiological lesions so commonly blamed. No 





clinician can fail to have been impressed by the 
fact that some patients have a great deal of 
discomfort from ‘‘osteoarthritis’’ of the spine, 
while others, with an equal amount of damage 
(accidentally) demonstrated by x-ray, have 
little or no pain. Explanation of this dis- 
crepancy rarely results from local examination. 
It may readily be apparent, however, if one’s 
attention is turned away from the spine towards 
an accurate assessment of how the patient is 
getting along in his struggle to achieve the 
existence of his choice. Some form of strain is 
responsible for his back pain and rarely does 
it show up in the roentgenogram. Three types 
of stress produce or aggravate human ailments 
—physieal, infective, and psychic. 


? 


Physical stress may vary from local trauma to 
sheer general ‘‘exhaustion’’. 

Infective stress is a common eause of back 
pain and the site of infection may be (a) far 
distant from the spine, e.g., a dental abscess; (b) 
localized to the spine, e.g., Pott’s disease; or 
(c) systemic, e.g., malaria. 

Psychic stress is probably the most frequent 
precipitating cause of back pain and the 
circumstances producing the psychic stress are 
best summed up in the connotations of the word 
‘‘frustration’’. - 

In osteoarthritis of the spine, no matter 
which form of stress is responsible for precipi- 
tating the symptom of back pain, the progno- 
sis for duration and degree of discomfort is 
largely dependent on the pre-existing person- 
ality of the patient. In those with low moral 
fibre, the summation of the ‘‘normal’’ strains 
of relatively easy living may prove ineapacitat- 
ing, even at an early age. In such a person, the 
outlook not infrequently is for continuous back 
pain as a subconscious, or even conscious, 
excuse for the more industrious members of the 
community to support his (usually large) 
family. From this ‘‘low’’ level, there are all 
gradations up to the intelligent conscientious 
citizen whose ambitions or responsibilities sud- 
denly exeeed his capabilities. Frustration 
ensues and back pain may be one evidence of 
it. Fortunately, in such ‘‘good’’ people, the 
strain is temporary. Treatment is much more 
rewarding and simple, consisting mainly of 
easing the load on mind and spine. 

Whereas in osteoarthritis, the amount of dis- 
comfort is a reflection of the degree of environ- 
mental stress of one sort or another that is at 
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work at any particular moment, there are other 
spinal disorders in which the actual pathologi- 
eal lesion is the important factor determining 
the degree of pain. Of these, tuberculous osteo- 
myelitis and secondary tumour deposits come 
first to mind. In these, the psychic factor is 
relatively insignificant. Numerically, however, 
these are not very important causes of back 
pain. From such serious organic lesions at the 


top of the list, one can run through the many 
abnormalities down to minor congenital defects 
‘“eausing’’ back pain and trace an ever-increas- 
ing importance of stress factors in the produe- 
tion of symptoms. 


In undertaking the investigation of a patient 
with a painful back, it is necessary to assess, 
therefore, all of the following factors: (1) physi- 
eal, infective and psyehie stresses; (2) the per- 
sonality of the patient and his environment; 
and, lastly, (3) the actual spinal abnormalities. 
To be effective, the approach must be ‘‘total’’ 
and not merely ‘‘/ocal’’ as it so often is. 


In treatment also, not only must the spinal 
fault be dealt with appropriately, but the 
various stresses must be eliminated, so far as is 
possible, and the patient re-adjusted to his 
environment. Such re-adjustment is a pains- 
taking process, requiring the services of many 
individuals apart from the physician. Un- 
fortunately, in most segments of the com- 
munity, sociological advances have not yet 
reached the stage where adequate personnel are 
available to treat, rehabilitate and re-employ 
the majority of patients with painful backs. 
Pilot plans are discernible in the efforts of such 
organizations as the Department of Veterans’ 
Affairs, Provincial Workmen’s Compensation 
Boards, ete. These are most necessary substi- 
tutes for the present ‘‘disability awards’’, made 
under most existing plans, since the latter al- 
most automatically defeat medical treatment. 


If the painful back basically results from the 
competitive stress of ‘‘civilized’’ living, what 
are the mechanisms of its production? How 
does stress produce severe pain where little or 
none is to be expected from the nature of the 
demonstrable lesion? Because the setting up 
of scientific investigation into such problems 
offers much difficulty, the actual pain-produc- 
ing mechanisms are poorly understood, even in 
such common disorders as the painful spine. In 
this unscientific field, much of our knowledge is 
based on clinical observation and is perhaps 


THE PAINFUL BACK 


Canad. M.A. J. 
Feb. 1951, vol. 64 


best illustrated by consideration of the pain 
associated with osteoarthritis of the lower 
cervical spine. The known or hypothetical 
mechanisms producing discomfort may be listed 
thus: 

1. Unusual muscle strain.—Staring up at an 
interesting movie from a front seat is a cause 
of ‘‘kink in the neck’’ that few ‘‘normal’’ 
people manage to escape. If cervical osteo- 
arthritis be present in such a ease, the normal 
discomfort is more prolonged and aggravated. 


-If high emotional tension, such as an impending 


suit for evasion of income tax, is superadded, 
the discomfort may become most severe and 
persistent. 


2. Local trawma.—Sudden wrenches or jars to 
the cervical region may rupture ligamentous 
or muscular fibres to produce a ‘‘sprain’’, as in 
peripheral joints. Such sprains.are much more 
apt to occur during periods of fatigue when 
muscle protection is minimal and the organism 
more prone to accident. Unless the injury is 
sufficiently severe to produce damage equiva- 
lent to a fracture, the discomfort may be 
expected to last only as long as a sprain else- 
where, 2.e., one or at most a very few weeks, 
even when there is preceding osteoarthritis. It 
is, however, common experience that the psy- 
chie shock of an accident, plus the rather 
natural motivation for financial retribution, 
convert compensable ‘‘sprains’’ into disabilities 
lasting months or years. Some such ‘‘un- 
natural’’ stress is to be sought even in un- 
complicated fractures of the spine when, 
despite adequate treatment, return to work is 
delayed longer than 4 to 6 months. 


3. A simple lowering of the pain threshold.— 
As a consequence of physical or emotional 
fatigue, pain impulses from _ osteoarthritis, 
which would ordinarily remain subliminal, are 
consciously registered for the duration of the 
fatigue. The fault here would appear to be at 
a cerebral level. A most interesting aspect of 
this mechanism is that if the facilitating fatigue 
lasts an appreciable time, the pain appears to 
become a body habit, registering more or less 
indefinitely, unless the cycle is interrupted by 
appropriate treatment. 

4. Summation of painful stimuli.—Pain im- 
pulses from osteoarthritis may remain subliminal 
until a new lesion, in a structure draining its 
afferent impulses into the same sensory pool, 
reinforces the pre-existing noxious stimuli into 
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conscious registration as pain instead of as 
vague discomfort. This is a most important 
mechanism since it ean be quite confusing, e.g., 
metastatic carcinoma or Hodgkin’s disease may 
- evoke severe pain when they involve a _ part 
of the spine previously, giving occasional mild 
discomfort from osteoarthritis. Changes in the 
x-ray, diagnostie of the new lesions, sometimes 
do not become apparent for many months. In 
the same way, cardiae infarction may be inter- 
preted by patient and physician alike, as a severe 
exacerbation of a preceding rheumatie backache, 
previously mild and intermittent because due to 
osteoarthritis. Unless the ‘‘total approach’’ is 
employed, such a ‘‘re-introduction to an old pain 
acquaintance’ is very apt to lead one far astray. 

5. Overactivity of the sympathetic nervous 
system.—Steinbrocker was largely responsible 
for calling attention to the part played by the 
sympathetic nervous system in the interesting 
condition that usually goes by the descriptive 
term, the ‘‘shoulder-hand’’ syndrome. Full- 
blown, this consists of painful ‘‘freezing’’ of 
the shoulder, a neuralgie type of pain in the 
arm muscles, and a diffuse painful puffiness of 
the hand and fingers. These symptoms and 
signs may be greatly alleviated by stellate 
sympathetic novoecaine blocks. 


When questioned in detail about their pain, 
not a few of our patients with the shoulder- 
hand syndrome complained in addition of a 
burning neuralgic pain and stiffness in the 
homolateral neck and sealp, radiating as far 
forward as the forehead. Taken by itself, this 
neck-scalp discomfort answered the description 
of the pain usually attributed to ‘‘fibrositis’’. 
Acting on this clinical observation, we have 
now treated, with repeated stellate blocks, a 
sufficient number of such patients (without the 
‘‘shoulder-hand’’ component) to have become 
convinced that overactivity of the upper por- 
tion of the cervical sympathetic nervous system 
may be an important cause of ‘‘fibrositis’’ of 
the neck and sealp. 


Another clinical observation paves the way 
to further speculation in regard to this mechan- 
ism. Almost invariably, the patients who de- 
velop the ‘‘lower cervical’’ (shoulder-hand) or 
the ‘‘upper cervical’’ (neck-sealp) sympathetic 
syndrome, have for years been considered to be 
emotionally tense, or even unstable, individuals. 
(Their personalities closely resemble those with 
another form of sympathetic hypertonicity— 


persistently cold, sweaty, blue hands.) It would 
appear that in some patients who are subject 
to excessive nervous tension, over-abundant 
nerve impulses from the brain are diverted into 
the sympathetic nervous pathways and escape 
at their earliest anatomical opportunity at the 
‘‘eervical’’ outflow. For some reason, perhaps 
because it constitutes a locus minoris resistentiz, 
localized osteoarthritis of the lower cervical 
spine is a most frequent accompaniment radio- 
logically of the neck-scalp and shoulder-hand 
syndromes. No localized somatic nerve root 
involvement, e.g., of C,, however, would serve 
to explain the distribution of discomfort from 
sealp to shoulder to hand which oceurs not in- 
frequently. Only the cervical sympathetic has 
this wide ramification. Excessive nervous 
tension is essential to development of this syn- 
drome and uncommonly may be the only ab- 
normality to be detected in a patient whose 
cervical, scalp, shoulder or arm pain responds 
beautifully to sympathetic blocking procedures. 
In less severe cases, phenobarbital and prisco- 
line q.i.d. may suffice. 


Clinical observation of the results of stellate 
block is really the only evidence for the 
existence of this mechanism, but the therapeutic 
benefit accruing is enough to warrant continued 
investigation of its ramifications. Sympathetic © 
anesthesia is technically much more difficult 
and uncertain in the dorsolumbar spine than is 
stellate block. For this reason, our investiga- 
tions into the sympathetic mediation of pain 
lower in the back than the cervical region have 
not been extensive, but seem to deserve further 
trial. Some resistant cases of lumbago and 
‘“seiatica’’ have responded at least partially to 
lumbar sympathetic block and the aching, burn- 
ing nature of the tenderness under the left 
breast of a nervous woman is suggestive of 
sympathetic causalgia. ‘‘Epicondylitis’”’ of the 
elbow may be of similar origin. In treating 
epicondylitis, it has proved necessary in some 
instances to adopt the posterior route as well 
as, or instead of, the more usual anterior ap- 
proach for anesthesia of the stellate ganglion. 


6. Imbalance of the pituitary-adrenocortical 
axis.—The history of certain patients, usually 
individuals who have been too conscientious 
and industrious for their own good, indicates 
that after years of well-submerged tension, the 
rheumatoid diathesis develops. The first symp- 
toms may appear in the-cervical region and in 
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the early stages at least may not be distinguish- 
able from the pain and stiffness of the superior 
cervical sympathetic syndrome. The rheuma- 
toid patients, however, show additional evi- 
dence of a systemic reaction not found in the 
pure sympathetic syndrome—elevation of the 
sedimentation rate and excessive fatigue, with 
or without anemia and fever. This may follow 
on to elassical rheumatoid arthritis of peri- 
pheral joints or to Marie-Striimpell spondylitis, 
but on oceasions may gradually subside without 
skeletal manifestations other than neck-sealp 
pain. 

The background and emotional equipment of 
patients developing the cervical sympathetic 
syndrome is very similar to those who develop 
the rheumatoid diathesis. The main difference 
appears to be in the greater depth, degree and 
duration of the underlying psychic disturbance 
in rheumatoid disease. Given a sufficient emo- 
tional storm, impulses from higher centres 
would appear to be able to batter down the 
defences of the hypothalamus and thus wear 
down the pituitary-adrenocortical reserve to 
the dangerous level at which the rheumatoid 
diathesis appears. Less persistent psychic 
stress, in effect, ‘‘by-passes’’ the hypothalamus 
and finds its outlet in the cervicodorsal region, 
issuing as the lesser alternative, the cervical 
sympathetic syndrome. Cortisone is capable of 
neutralizing the back pain due to adrenocorti- 
eal dysfunction as found in Marie-Striimpell 
spondylitis, It will be of interest to determine 
whether it is also effective in back pain due to 
less vicious mechanisms such as the cervical 
sympathetic or sciatic syndromes. 


While much more evidence is necessary 
before the method of production of back pain 
can be identified in every case, more appro- 
priate treatment is apt to result from an at- 
tempt to determine the mechanism in a given 
case. 


A earefully taken history will uncover un- 
usual muscle strain, or trauma—factors that 
are frequently responsible for back pain of 
relatively short duration. Local examination, 
without clothing, and x-ray investigation (to 
include oblique films when the cervical or 
lumbar regions are involved) serve to determine 
whether an organic lesion of sufficient severity 
is present to be worthy of the persistence and 
degree of pain experienced. If not, the cause 
must be sought elsewhere. General physical 


_,extremities ; 


examination may turn up a real focus of infec- 
tion or a tumour. If nervous tension is an im- 
portant factor, some physical stigma supportive 
of this probability should be detectable during 
the period of history-taking and physical exam- 
ination—these include sighing respiration; 
fluttering of the eyelids; halting speech; 
‘“‘excitable’’ elevation of the blood pressure or 
apex rate; spastic colon; excessive sweating; 
flinching, flushing or lurching during testing 
of spinal movements; cyanotic, cool, moist 
exaggeration or inhibition of 
tendon jerks; difficulty in relaxing muscles; or 
obvious tremulousness. Even in the presence of 
such stigmata, however, certain blood tests are 
necessary to exclude ‘‘organic’’ disease. Of 
these, the most important are the sedimentation 
rate and the hemoglobin. A high sedimenta- 
tion rate or anemia indicate either serious 
organic disease, or psychic stress sufficient to 
upset the pituitary-adrenocortical mechanism 
and produce the rheumatoid state. While not 
routinely of value, serum calcium and the acid 
and alkaline phosphatases are essential when 
abnormal density of pelvis or vertebre is 
uncovered by x-ray. If the cause of anemia 
and elevation of the sedimentation rate still re- 
mains undisclosed, the possibility of myelomato- 
sis or disseminated lupus erythematosus indi- 
cates biopsy of sternal or iliae crest bone 
marrow. 


TREATMENT 


In most patients with painful backs, psycho- 
therapy must be more practical than intel- 
lectual. They get better by feeling better. 
Non-narcotic anodynes and mild sedation pro- 
vide the medicinal background but the really 
important measures are physical therapy and 
life adjustment. X-ray therapy is occasionally 
effective after the fashion of a long-lasting 
anodyne—not for any curative effect on the 
cause. 

Physical therapy is directed to exercises 
designed to build up the spinal musculature to 
protect against the ordinary jars of everyday 
life and to maintain a useful range of motion. 
Erector spine muscle weakness is a common 
eause of back pain and, in itself, produces a 
feeling of physical inferiority contributing its 
full share to the symptom complex. With the 
co-operation of the patient, simple non-weight- 
bearing exercises taught by a skilled physio- 
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therapist, can do wonders to bolster flagging 
morale and adapt the afflicted person to resume 
a gainful occupation. 

The foundation of life adjustment is for the 
physician to be fully aware of the stresses 
previously at work and of the physical and 


emotional equipment of the patient. The sub- 
ject of economic rehabilitation and job-place- 
ment is too complex for inclusion in this paper. 
However, it is mentioned because it is an im- 
portant part of life adjustment. With ‘‘dis- 
eases of maladaptation’’ occupying more and 
more of the physician’s time and of the public 
purse, economic rehabilitation of the partially 
disabled worker is a problem that must be 
solved before the costs of the ‘‘dole’’ type of 
support equal the national income. Probably 
only the physician has the power to assess the 
type of work a patient can do, but it requires 
the co-ordinated efforts of. industry, labour 
unions, governments and social agencies to 
make available both the training for a new job 
and the job itself. Even the need for such a 
plan is at present recognized by few people out- 
side the medical profession. 

Experimental work in recent years has led 
to the successful use of some hormones in 
certain types of back pain. Cortisone or ACTH 
for rheumatoid spondylitis is perhaps the most 
spectacular advance but disappointment is al- 
most bound to follow even with these ‘‘ wonder 
hormones”’ if they are not considered as mere 
adjuncts to the total therapeutic approach. 
Already, disappointment in them is frequently 
expressed because they fail to be the ‘‘easy 
cure’’—in a disorder where an easy cure may 
never be available. Rheumatoid disease would 
seem to be best interpreted as an expression 
of at least temporary defeat in the patient’s 
battle for comfortable existence in the high- 
speed world of today. In view of this, improved 
life management is just as essential as corti- 
sone. Nevertheless, when used in conjunction 
with exercise therapy and intelligent life ad- 
justment, ACTH and cortisone probably offer 
far more hope of relief in spondylitis, and per- 
haps in other forms of spinal disease, than has 
ever been available previously. 


SUMMARY 


Reasons have been given why the clinical 
and therapeutic approach to the patient with 
a painful back must be ‘‘total’’ to be successful. 
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An attempt has been made to outline some of 
the mechanisms by which back pain is produced 
as a result of the strains of living in this high- 
speed world of today. Two of these pain- 
producing mechanisms, overactivity of the 
sympathetic nervous system, and imbalanced 
function of the pituitary-adrenocortical axis 
are discussed in more detail. 


TUMOURS OF THE BRAIN, OCCIPITAL 
LOBE; THEIR SIGNS AND SYMPTOMS* 


Dwight Parkinson, M.D. 
Fellow in Neurosurgery, Mayo Foundation, 


and 


Winchell McK. Craig, M.D. 


Section on Neurologic Surgery, Mayo Clinic, 
Rochester, Minn. 


ARELY are brain tumours so obliging as to 

limit themselves to a single lobe, and even 
when they do the case is rare in which the 
examining physician cannot find neurologic 
deficits referable to adjacent lobes. Pressure, 
edema and distortion with resulting anoxia 
may jeopardize function in near-by structures’ 
as much as the tumour itself. This is particu- 
larly true of the occipital lobe,’ as it is com- 
pletely surrounded by non-yielding structures 
except in a forward direction. 

The basis of our study is a series of 50 verified 
tumours no one of which extended beyond the 
confines of the small (50 e¢.e.) occipital lobe. 
The symptoms in order of frequency with the 
percentage of occurrence are as follows: head- 
ache, 90% ; nausea and vomiting, 46% ; defect 
of the visual field, 38%; failing visual acuity, 
32% ; ataxia, 30%; hailucinations, 24% ; con- 
vulsions, 18% ; tinnitus and paresthesias, each 
16%; mental and personality changes, 16%; 
diplopia, 12%. From here the incidence drops 
to between 1 and 4% for a multitude of symp- 
toms including vertigo, weakness, tumour, 
aphasia, visual agnosia, drowsiness, intention 
tremor and fainting. Headache, nausea and 
vomiting, failing visual acuity and diplopia are 


* Abridgment of portion of thesis submitted by Dr. 
Parkinson to the Faculty of the Graduate School of the 
University of Minnesota in partial fulfillment of the 
requirements for the degree of Master of Science in 
Neurosurgery. 
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all products of increased intracranial pressure 
and of no localizing value. In this group de- 
fects of the visual field are due to interruption 
of the fourth order neurons in the visual path- 
way either in the white or gray matter of the 
occipital lobe. As a symptom this is of lateral- 
izing value only. Swanzy? in 1897 and Bing*® 
in 1927, however, stated that the field defect as 
a symptom ean be used as a fore-and-aft local- 
izing aid as well as an aid of lateralizing value. 
They feel that lesions of the visual tract leave 
a positive scotoma which appears to the patient 
as a black area in which he cannot see, while 
lesions of the occipital lobe produce a defect of 
which the patient is not aware. Swanzy termed 
this phenomenon ‘‘vision nulle’’ and compared 
it to the average person’s unawareness of his 
own physiologic blind spot. In our series this 
is not born out as a differential point. It is 
true that many patients with defects of the 
field to the extent of complete hemianopsias do 
not complain of them as symptoms, even though 
they may notice that they often strike objects 
on their blind side. Patients with early 
chiasmal lesions which do not involve the 
macular vision do not notice this loss as a 
symptom, yet this would be classed by Swanzy 
as a ‘‘positive scotoma’’. The sensation of a 
black curtain interposed in the line of vision 
is more often associated with retinal lesions, 
detachments, retinitis and so forth. Lesions 
behind this point do not seem to result in a 
positive scotoma; hence it is not felt to be a 
differential point in occipital versus more 
anterior lesions. 


The mechanism of ataxia in relation to 
tumours of the occipital lobe is not understood. 
Cushing‘ expressed the belief that it was due 
to downward displacement of the tentorium 
or to herniation of the hippocampal gyrus 
through the incisura with implication of the 
pons and anterior cerebellar peduncle. John- 
son,° in 1936, and Courville,® in 1937, considered 
it to be caused by direct downward pressure on 
the cerebellum. 


The hallucinations of which these patients 
complained were of the unformed variety, and 
it is believed that this in itself does not impli- 
cate the occipital lobe but is of corroborative 
value only in assessing the symptoms. 


The physical findings from the present series 
together with the rate of incidence are as 
follows : defects of the field, 86% ; papilledema, 


-agraphia each in 4%. 


70%; cerebellar signs, 40%. Included also 
were 8 patients with ataxia, 5 with positive 
Romberg’s sign, 3 with dysmetria, 2 with 
adiadokokinesis, 3 with coarse tremors and 11 
with horizontal nystagmus of the cerebellar 
type. Unilateral weakness of the face or 
extremities or both was present in 26%. This 
weakness in all instances was on the side 
opposite that of the tumour and hence not due 
to a crus syndrome. Astereognosis was present 
in 6% and aphasia, alexia, visual agnosia and 
Three had evidence of 
sixth nerve palsy, one had a stiff neck, one each 
had impaired sensation to pain and touch and 
to joint and position sense. One each had in- 
active pupils and paresis of conjugate devia- 
tion. There were no positive serological find- 
ings in the group, nor were there other diseases 
that might confuse the neurologic findings. 

Inspection of the findings listed under cere- 
bellar involvement opens the question as to 
whether or not all of these might be caused ‘by 
either weakness or disturbance of position sense 
or by both. Inasmuch as no tumour extended 
forward beyond the boundary of the occipital 
lobe all such symptoms in this series must be 
considered neighbourhood symptoms on the 
basis of direct pressure or cedema or both. In 
several instances the edema was sufficient to 
displace laterally the entire hemisphere ineclud- 
ing the anterior horn. y 


Any case with evidence of increased intra- 
cranial pressure and ataxia leaves the field open 
for either supratentorial or infratentorial 
location. A patient known to have a supra- 
tentorial lesion who exhibits ataxia is usually 
thought to have involvement of the frontopon- 
tine cerebellar system. A patient exhibiting 
evidence of increased intracranial pressure, 
ataxia and a defective field should lead one to 
suspect the presence of a lesion of the occipital 
lobe. 


Considering congruity and macular sparing 
as characteristic of defects of the occipital lobe 
field, the perimetric studies were localizing in 
more than 70% of the present series. Routine 
roentgenograms of the head revealed the exact 
localization in 30% of the cases: 16% of these 
were localized on the basis of calcium in the 
tumour mass, 12% on the basis of contingent 
osteomas and 2% by erosion of the overlying 
bone. In 6 other cases there was a pineal shift, 
but the shift was lateral only and not signifi- 
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cantly displaced forward to be of any localiz- 
ing value. Fourteen patients underwent air 
studies and a correct diagnosis was made for 
13 of them. In the remaining case there was 
no filling. Nineteen patients had electro- 
encephalograms; of these, 14 had cortical 
tumours and five had subcortical tumours. An 
exclusively occipital localization with delta 
waves existed in only one instance, a case of 
cortical tumour. In 7 other cases of cortical 
tumours, however, localization to an adjacent 
lobe occurred with spread to the occipital lobe. 
In nearly every case the alpha waves were 
suppressed on the side of the tumour. 


It is readily seen that the occipital lobe is 
fairly silent as far as symptoms go and without 
careful perimetric studies it is rather mis- 
jeading as far as signs are concerned. The 
involvement of neighbourhood regions of the 
brain results in much more obvious and dis- 
abling signs and symptoms, and hence the 
examiner is easily led forward in his localiza- 
tion of the lesion. 


SUMMARY 


In 50 cases tumours of the occipital lobe were 
verified and analyzed as to signs and symptoms. 
Characteristically the signs and symptoms of 
the tumours will indicate more 
placed lesions. With the exception of air 
studies, studies of the perimetric field are the 
most valuable single aid for localizing a lesion 
of the oecipital lobe. 
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RESUME 


Parce qu’une tumeur du cerveau ne se limite pas 
& un seul lobe, il en résulte des signes tenant a des 
lésions avoisinantes, entre autres la compression, 
l’oedéme et la déformation avec anoxie correspondante. 
Sur 50 cas étudiés ot la tumeur ne -dépassait pas le 
lobe occipital, les symptémes rencontrés le plus fréquem- 
ment furent: la céphalée, 90%; la nausée et le vomis- 
sement, 46%; des défauts du champ visuel, 38%; 
a ataxie, 30%; des hallucinations, 24%; des convulsions, 
18% ; des troubles du psychisme et de la personnalité, 
16%. Les défauts du champ visuel peuvent aider & 
localiser dans le sens antéro-postérieur et latéralement. 


anteriorly . 


Mais les lésions du tract visuel produisent un scotome 
important alors que les lesions du lobe occipital méme 
entrainent des défauts dont le malade ne se rend pas 
compte. L’ataxie et les hallucinations n’impliquent pas 
nécessairement une tumeur du lobe occipital. 

Quant aux signes indiquant une atteinte du cervelet, 
on est porté a croire qu’il ne s’agit la que de symp- 
témes de voisinage imputables 4 la compression ou a 
l’oedéme ou aux deux a la fois. Mais de toute facon, 
lorsqu’un malade montre des signes d’augmentation de 
la pression intra-cranienne, de 1’ataxie et un défaut du 
champ visuel, il y a lieu ae soupconner une lésion du 
lobe occipital. A part les injection d’air qui mirent 
sur la piste d’un bon diagnostic dans 13 cas sur 14, ce 
furent les études périmétriques qui permirent de 
localiser la tumeur dans 70% des cas de la présente 
série. Cette tumeur du lobe occipital est plutdét silen- 
cieuse par elle-méme, et les symptOmes révélateurs tien- 
nent habituellement 4 des lésions des régions avoisinantes. 
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HE treatment of the chronically discharging 

middle ear depends on an understanding of 
the histological and physiological problems con- 
cerned. It is to be appreciated that the results 
of the office treatment of chronic ear infections 
does not approximate, in many instances, the 
results that surgery of the ear obtains in clear- 
ing up the chronically discharging middle ear. 
It is our constant endeavour with our present 
knowledge and the application of the newer 
antibiotics in otologic treatment to prevent a 
radical procedure if at all possible. 

Chronic suppurative otitis medias have a 
common etiology, they are the end:result of an 
acute necrotic otitis media. While no precise 
line of demarcation between acute and chronic 
suppuration exists, the suecessful interpretation 
and treatment of chronic purulent otitis media 
requires a clear understanding in each case of 
the etiology and of the pathology responsible 
for the chronicity. The aims of treatment are: 
(1) To eliminate the danger of intracranial 
complications. (2) To obtain a dry ear. (3) 
To preserve, and if possible to improve the 
hearing. 


* Read before the Canadian Otolaryngological Society, 
Digby, Nova Scotia, June, 1950. 

From the Department of Otolaryngology, St. Michael’s 
Hospital, Toronto. 

Illustrated by a motion picture in colour. 
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The pathology of acute inflammation is the 
same in all regions of the body. The perfora- 
tion, whether spontaneous or the result of a 
paracentesis remains only just large enough 
to allow the mucus to escape and closes as soon 
as the discharge stops. This is an important 
characteristic of the ordinary acute purulent 
otitis media and seems to differentiate it from 
an acute necrotic otitis media where a large 
perforation is seen. In the latter, the rapid 
necrosis of the drum membrane is due to an 
extensive thrombosis of all the small blood 


vessels in the area, resulting in prompt death 


of the tissue with a localized gangrene or necro- 
sis of this tissue. 


The pathology! concerned in the production of this 
irreversible condition arises as follows: the proliferation 
of young capillaries attempting to carry off the waste 
products cannot grow downwards into the bony wall, 
therefore grow outward, producing the familiar humped 
up areas of granulation tissue. It is difficult for re- 
epithelialization to occur since there are no hair follicles 
or ducts, and new skin must grow in from the margins 
of the denuded areas. Granulation areas indicate the 
point of greatest local suppuration and present a power- 
ful barrier to septicemia. This effort may outrun itself 
in the formation of polypoid material and subsequent 
degeneration of the capillary and lymphatic elements. 

Rubbing the surface of a granulation causes rupture 
of the capillary loops, materially interfering with the 
process of healing. Not until the leucocytic response 
has overcome the infection does the epithelium begin to 
cover the surface and healing can be said to have begun. 
In the superficial layers the fibroblasts grow at right 
angles to the surface while deeper they are parallel to 
the surface, so removal of the outer 4/5 or more of the 
granulation area promotes more rapid healing. When 
the wound is aseptic, epithelium will grow in from the 
edge in two or three days but when the surface is bathed 
in pus circumferential epithelialization is retarded. When 
complete epithelialization has recurred the new vessels 
gradually disappear and a pearly white appearance of 
an almost avascular healed lesion results. 

The continuance of a granulating middle ear is indi- 
cative of the presence of a still active bacterial flora and 
the inactivity of adequate lymphatic drainage to carry 
away the waste material. In such conditions epithelium 
will not grow and when healing is long delayed epithelial 
processes grow down towards the periosteum with the 
formation of a walled off area and the conditions favour- 
able to cholesteatoma formation. 

The middle ear structures are not suspended in space, 
since each retains a remnant of its mesentery-like folds 
indicating the origin of the part. Contact between these 
inflamed folds with denudation of the surface epithelium 
on the applied surfaces results in irreversible adhesions. 
The fibrous bands contract with scarring and a perma- 
nent adhesive process results, with loss of function. 

Once a perforation occurs the normal bacterial flora 
of the external ear canal become a potential danger and 
if they gain a foothold the chronically discharging ear 
becomes a reality. In these cases as shown by many 
observers the present day situation is one wherein the 
Pseudomonas pyocyanea is the chief offending organism 
tending to chronicity. 


This pathological picture just 
shows its chronicity” in three ways: 

1. Where the necrosis is confined largely to 
the drum membrane a large central perforation 


described 
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persists, but the annulus, the ossicles (a small 
tip of handle may be gone), and the mucosa of 
the middle ear are still intact. The chronic dis- 
charge in these cases is due to continued irrita- 
tion of the exposed middle ear mucosa by dirt, 
debris and saprophytic infection from the ex- 
ternal canal. Since the discharge comes from 


the mucosa it is mucoid in character. Although 
there may be a foul odour to this pus when the 
patient is first seen, the odour quickly dis- 
appears after one or two appropriate cleansing 
treatments. If we can dry up this ear, we may 
improve the hearing by closing the perforation. 


2. The second variety occurs when the necro- 
sis has destroyed the mucosa of the middle ear 
and the annulus as well as more or less of the 
drum membrane. As the acute necrotic otitis 
subsides and healing begins, the skin of the 
external canal grows into the middle ear to 
cover the denuded bone. The loss of the an- 
nulus leaving a smooth surface for the skin to 
grow along facilitates this ingrowth of skin. 
When we examine this ear we find a marginal 
type of perforation ; we can see that skin rather 
than membrane lines part or all of the middle 
ear cavity and that this skin extends up into 
the attic where the desquamation of its outer 
cornified layers results in the accumulation of 
epidermal debris known as cholesteatoma. 


The chronic discharge from these ears is due 
to saprophytic infection of the cholesteatoma 
material in the attic. Since it is secondary to 
an acute necrotic otitis media this condition is 
called—‘‘secondary acquired cholesteatoma’’. 
As long as the attic, aditus, or antrum contains 
the moist infected debris there is a gradual 
absorption of the surrounding bone due to the 
local production of lactic acid. If these masses 
cannot be rendered dry, clean, odourless, and 
inactive by attie irrigations with warm alcohol, 
plus mechanical removal of the layers of debris, 
the radical mastoid operations is indicated : 


3. The third variety is the result of a persist- 
ent focus of necrotic bone. The discharge is 
seant, rather serous but very foul. The perfora- 
tion may be large or small, central or marginal, 
but there is no evidence of cholesteatoma. Sur- 
gery is indicated because of the tendency of 
the suppuration to extend intracranially. 


4. There is a variety of chronic purulent otitis 
media that is not preceded by an acute otitis of 
any sort but comes on insidiously in a previously 
normal ear. These are the cases associated with 
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a perforation confined to Shrapnell’s area, the 
pars tensa remaining intact. They arise as 
follows: Shrapnell’s membrane has no tense 
fibrous tissue layer to hold it rigid, so that 
negative pressure in the- attic will cause 
Shrapnell’s membrane to be retracted sharply 
inward in the form of a pouch. Prolonged oc- 
clusion of the Eustachian tube from lymphoid 
masses may cause this pouch-like retraction to 
become permanent due to adhesion to the inner 
wall of the attic. The same permanent re- 
traction also oceurs in eases of arrested 
pneumatization of the attic when the embryonic 
connective tissue that fills the attic at birth 
fails to resorb and instead becomes fibrotic with 
adhesions that pull Shrapnell’s membrane in- 
ward. Wittmack believes that a low grade 
otitis media in early infaney, perhaps from 
meconium in the Eustachian tube, causes this 


failure of pneumatization. If the retracted 





Fig. 1.—Completed radical cavity. 

Fig. 2.—Completed radical cavity with skin graft. 
pocket is deep enough, the desquamation of the 
outer dermal layer of Shrapnell’s membrane 
will collect as a plug of epidermal debris, or 
cholesteatoma. 


Pressure by the accumulating 


cholesteatoma causes the pocket to enlarge 
slowly until there is a considerable cavity in 
the attic connected with the external canal by 
the small opening that represents the site of the 
original retraction. Saprophytie infection of 
the cholesteatoma results in a chronic foul dis- 
charge. Gradual enlargement of the cavity by 
bone resorption goes on as long as there is foul 
moist debris filling the cavity. 

This type of cholesteatoma is called ‘‘pri- 
mary acquired cholesteatoma’’ to differentiate 





Fig. 3.—Artificial middle ear. 


it from the ‘‘secondary acquired cholestea- 
toma’’ that follows an acute necrotic otitis and 
from the rare ‘‘congenital cholesteatoma’’ that 
are found in the bones of the skull and that 
result from an embryonic epidermal remnant. 
The diagnosis of primary acquired cholestea- 
toma is made by inspection of the ear with the 
findings of an attic perforation and intact pars 
tensa. If at all possible the modified radical 
mastoidectomy should be done in these patients 
whose hearing in the diseased ear is below 35 
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decibels for the conversational range, or if the 
diseased ear is the better hearing ear. 

5. The fifth type of chronic otitis is the al- 
lergic type. It is associated with a chronic 
hyperplastie allergic rhinitis and sinusitis and 
the same profuse odourless mucoid discharge 
comes from the middle ear as from the nose 
and sinuses. The drum membrane perforation 
is central in type and may be small or large. 
The persistent discharge is due to hypersecre- 
tion by the mucosa of the Eustachian tube, 


probably on an allergic basis. Allergy is a term: : 


often used to cover ignorance or give a touch 
of mystification to the process, yet many de- 
structive lesions are in reality a hypersensitive- 
ness of the tissue to bacterial proteins. 

One should remember that redness of the 
presenting tissue does not exclude allergy and 
this process also explains in part the active 
response of tissue to an acute exacerbation in 
a chronie ear. The initial lesion in the body 
may be insignificant and far removed, carried 
by the blood stream and producing an id re- 
action in the ear. Control of the nasal condi- 
tion by discovery and elimination of the 
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allergic factors usually results in a cessation 
of the aural discharge and the perforation may 
then close. 

6. Finally, a chronic purulent otitis media due 
to the tubercle bacillus, either the bovine or to 
the human organism. 

In a complete radical mastoidectomy*® for 
chronic suppuration involving both the mastoid 
and the tympanic portions of the temporal bone, 
complete mastoidectomy, through the endaural 
approach is first done. The operative wound 
and the tympanic cavity are then converted 
into one continuous mastoidotympanie eavity. 
The infected contents from within the tympanic 
cavity are removed. In the exenteration of the 
tympanic cavity the vital anatomic structures 
within it are deliberately exposed completely 
in order to avoid accidental injury to them. 
After the removal of the cholesteatomatous 
mass, which usually includes the remnants of 
the ineus and the malleus from the tympanic 
cavity, the first anatomic structure deliberately 
exposed throughout its tympanie course is 
always the transverse tympanic portion of the 
bony canal for the facial nerve, which occupies 
a position anterosuperior to the prominence of 


Fig. 5.—Plastic inserts. 


the horizontal semicircular canal and postero- 
superior to the oval window. The transverse 
portion of the facial canal when thus exposed 
and under direct vision is safe from accidental 
injury. 

After all the infected contents have been re- 
moved from the epitympanic space, the tym- 
panie cavity and the hypotympanie space, the 
tubal cells from the region of the tympanic 
orifice of the Eustachian tube are always 
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exenterated. The oval window, with the stapes 
in situ is brought into view by removing the 
posterior margin of the tympanic ring. With 
the transverse portion of the facial canal, the 
oval window, the promontory of the cochlea 
and the tympanie orifice of the Eustachian tube 
completely exposed to view, the cochleariform 
process is destroyed, and the tensor tympani 
muscle is removed from its bony semicanal. 
Thus the transvers portion of the bony canal 
for the facial nerve, the oval window, and the 
promontory of the cochlea are deliberately and 
early exposed to view in order to avoid injury 
to them, because they are the vital anatomic 
structures in this region of the temporal bone 
and injury to them may prove disastrous. 
Such meticulous surgery with magnification‘ 
in the middle ear will give the best chance of 
preserving hearing, but unfortunately the hear- 
ing picture in radical mastoid surgery for 


many years seems to have been of secondary - 


importance. Great care is exercised in remov- 
ing granulations and diseased tissue from the 
area of the oval and round windows. This 
surgery is followed by placing a thin skin graft 
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in the middle ear and mastoid cavity. If granu- 
lations ean be prevented from forming in the 
above areas and subsequent scarring avoided 
it is hoped that the round and oval windows 
will continue to function and the hearing be 
maintained or improved. With this view in 
mind we have attempted in every way possible 
by a combination of surgery and _ artificial 
means to improve the hearing picture. In most 
eases following a radical mastoidectomy the 
unaided hearing is not at a practical level and 
some type of hearing aid is required.» Where 
there is good bone conduction and partially 
functioning round and oval windows some type 
of prosthesis can be employed. Suitable cases 
are selected by checking the bone conduction 
with tuning forks and audiometry and the fune- 
tion of the windows by testing with an acoustic 
probe. For some time now we have been using 
two types of different devices in properly 
selected cases. 


Artificial middle ear (Fig. 3).—A cylindrical lucite 
mould is inserted into the outer portion of the external 
canal. A thin membrane is stretched over the medial 
end of the mould and held in position by a silver ring. 
A slender nylon rod is pushed through the membrane and 
makes contact with either the oval window or the round 
window niche. 
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This sound-conducting system replaces the 
tympanic membrane and middle ear ossicles 
destroyed by disease. A marked improvement 
in hearing ean be obtained by this method, but 
it requires considerable effort from both the 
patient and the otologist. Once the patient has 
learned the proper method of inserting the 
prosthesis it becomes a simple procedure. The 
main difficulties are in obtaining a close fitting 
immobile ear mould and in maintaining the 
nylon rod in contact with the proper point on 
the internal wall of the middle ear. 

Plastic inserts (Fig. 5).—These are plastic 
tubes, made of korogel, which are placed in 
contact with the middle ear. The inserts are 
of various sizes and shapes to fit the individual 
cases. An extra tip may be applied to the inner 
end of the insert to give additional pressure in 
the region of the oval or round window. The 
inserts are much easier to fit and to place and 
maintain in position but are less efficient than 
the artificial middle ear. . 

The rule of deliberate, systematic and com- 
plete exposure of all the vital anatomic struc- 
tures encroaching on the surgical field is ap- 
plied and strictly adhered to in all surgical 
procedures attempted on the temporal bone. 
Such a technique prevents accidental injury to 
these anatomic structures and provides the 
greatest possibility of either maintaining or 
improving the hearing, and a focus of infection, 
no matter how remotely situated, cannot pos- 
sibly escape detection and removal when such 
a technique is employed. 
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A break in social health is a crime if it involves a 
few individuals, anarchy or revolution if more partici- 
pate, and war if a large group takes part. It is prob- 
ably significant that medicine has comparable words for 
disease; thus one speaks of sporadic disease, endemic 
disease, epidemic disease, and pandemic disease as the 
number of sick of the disease increases from a few to 
the greater part of the world.—Robert A. Moore, The 
Diplomate, 22: 168, 1950. 
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ANOMALIES of the placenta are due to 
variations in form and size, or abnormalities 
in development. 


Accessory or multiple placentas constitute 
the variations in form and size. 


ACCESSORY PLACENTAS 

An accessory placenta, called a succenturiate 
placenta, is defined as a portion of placenta 
which is separate from the main body but con- 
nected by vessels traversing the membranes. 
Occasionally, the accessory lobe may be entirely 
separate and distinct. In such cases the vessels 
connect directly with the umbilical cord. <Ac- 
cessory lobes occur once in 600 deliveries.° If 
not expelled complications occur, such as, 
severe post-partum hemorrhage due to rupture 
of the connecting vessels; or retention within 
the uterus producing delayed hemorrhage 
and /or sepsis. 

Diagnosis can be made by routine examina- 
tion of the placenta. The presence of a torn 
surface or torn blood vessels at the margin of 
the membranes is sufficient indication for 
manual exploration and removal of retained 
products. 


MULTIPLE PLACENTAS 


Multiple placentas are present in either 
single or multiple births. 

1. In ‘single births —The placenta may be 
divided into two or more separate lobes, each 
having a circulation of its own. The vessels 
from each lobe unite before entering the cord. 
Multiple placentas in single pregnancies occur 
once in 350 cases, while seven lobes are the 
greatest number reported in a single birth.* *° 
The fenestrate variation, described by Hyrtl, is 
a rectangular shaped placenta with an aperture 
near its centre. 


Torpin and Hart studied bilobed placentas 
using the method of fetal sac distension." 


* Abstract from Studies on the Placenta. 
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They coneluded: (1) one lobe is usually larger 
than the other, one being on the anterior wall 
while the other lobe is on the posterior wall, 
and that they are joined at the side or apex 
of the uterine cavity; (2) when implantation is 
low, it may be mistaken for a central placenta 
previa; (3) the cord is inserted over the centre 
of the major lobe in 50% of cases, eccentrically 
in 18%, into the line dividing the two lobes in 
30% (especially if both lobes are of equal size) 
and velamentous in 2%. 


2. In multiple births —The ratio of plural to 
single births is 1 in 89 for twins, 1 in 7,900 for 
triplets, and 1 in 371,000 for quadruplets.* 
Another ratio, which is easier to remember, is 
1 in 80 for twins, 80? (6,400) for triplets, and 
80? (512,000) for quadruplets.? Quintuplets 
have been recorded 30 times. Several cases 
of sextuplets have been born alive, but none 
have survived.‘ 

Twins develop from single or double ova. 
Single ovum, identical, homologous or mono- 
zygotic twins are enclosed in double amnions 
surrounded by a single chorion on a single 
placenta. The circulation of each fetus anas- 
tomoses with that of its twin, in the placenta. 

Double ovum, unlike twins, is five times as 
common as single ovum twins, is contained in 
double chorions and has double placentas. 
Each placenta is separate, but fusion may occur 
between the chorions and placentas. The 
circulations, however, remain separate, al- 
though I have seen one case where anastomoses 
did occur as proved by perfusion. 


Placentas in triplets and other multiple 
births show combinations of the above de- 
seribed placentas. 


The developmental anomalies are the circum- 
vallate, membranacea, and accreta placentas. 


CIRCUMVALLATE PLACENTA 


Circumvallation of the placenta means that 
the fetal surface is divided into a restricted 
chorionic area and an extra-chorionic peri- 
pheral portion. A ring wall, two or more milli- 
metres in depth, limits the chorionic area. It 
is thin with an undermined inner margin, which 
ean be a fold of membrane, or it may be re- 
placed by white or yellow ‘‘infaretion’’. The 
extra-chorionic portion, up to three or more 
centimetres in width, is covered by decidua and 
overlying membranes. The large vessels on the 
fetal surface do not extend beyond the ring 
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margin. The thickness at the margin of the 
placenta is similar to that in the region of the 
cord; whereas, a normal placenta is thickest 
in the region of the cord and acutely tapered 
at the margin. Goodall uses the term circum- 
crescent to describe partial cireumvallation.® 

The mechanism of cireumvallation is not 
known. Williams believes that the extra- 
chorionic portion grows out into the decidua 
producing a double fold of chorion and amnion 
at the ring margin.’® Goodall claims that the 
extra-chorionie portion is the result of centri- 
fugal growth in response to ‘‘infaretion’’ or 
interference with the placental circulation ; and 
that, in partial cireumvallation, growth occurs 
at the pole opposite to the circulatory inter- 
ference.® 


Cireumvallation was the cause of abortion in 
4.5% of eases in a series of 1,000 patients re- 
ported by Hertig and Sheldon.’ 


PLACENTA MEMBRANACEA 


If well developed villi persist in the chorion 
leve as well as in the chorion frondosum, the 
anomaly is known as a placenta membranacea. 
The fetus is almost completely surrounded by 
the placenta, and thus, symptoms of low im- 
plantation and placenta previa may be present. 
It was the cause of abortion in 0.2% of eases 
in the report of Hertig and Sheldon.’ 


PLACENTA ACCRETA 

Placenta accreta is an abnormal union be- 
tween the placenta and the underlying uterine 
muscle in the absence of a decidua basalis; 
whereas normally, union is between placenta 
and underlying endometrial decidua. If the 
villi penetrate the myometrium and invade the 
serosa and abdominal cavity, the condition is 
called placenta perereta. Tennant et al. have 
reported a case of percreta.* 


The incidence of placenta accreta is one in 
every 6,000 to 75,000 deliveries.*?% It is a 
grave complication, and may produce rupture 
or inversion of the uterus and/or serious post- 
partum hemorrhage. The diagnosis is made 
when no line of cleavage is palpable after 
manual intra-uterine exploration for a retained 
placenta. Immediate abdominal supra-vaginal 
hysterectomy is recommended by Irving and 
Hertig ;> as manual removal produced 64.5% 
mortality in their survey. In the absence of 
hemorrhage, the placenta has been left in utero, 
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with subsequent necrosis, and recovery of the 
patient.’ ° Two of these patients became preg- 
nant again. <A live, normal term baby was born 
in each case. This type of treatment is 
exceptional. 


SUMMARY 
Placental anomalies are briefly described as 
those due to variations in form and size, and 
those due to abnormalities in development. 
Some of the practical applications which may 
be of clinical importance are: 


1. Retained accessory placentas frequently | 


cause severe immediate or delayed hemorrhage 
and/or sepsis. 

2. Low implantation of a bilobate placenta 
ean be mistaken for a central placenta previa. 

3. The placental circulations are anastomosed 
in single ovum twins. 

4. The placental circulations are usually 
separate, in a placenta of double ovum, unlike 
twins. 

5. Cireumvallate placentas are frequently 
associated with abortion. 

6. Placenta membranacea is very rare, simu- 
lates low implantation and placenta previa, but 
usually causes abortion. 

7. Placenta acereta is followed by a very high 
mortality in eases of manual removal. 
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Today there is a widespread need for a return to the 
simple observational methods of Hippocrates and a more 
liberal infusion of the humanities into medical education. 
History, philosophy, literature, music—all have their 
influence upon medicine. Medicine is more than a means 
of livelihood or occupation; it is a vocation, a profession, 
an art.—Douglas Guthrie, Med. J. Australia, “2: 429, 
1950. 
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TRIDIONE AND PARADIONE 
SENSITIVITY* 


R. Roy Forsey, M.D., F.R.C.P.[C.] and 
R. W. Black, M.D.C.M. 


Montreal, Que. 


RUG reactions have been known to simulate 
almost all diseases and.they compete with 
syphilis for the title of the great imitator. We 
wish to present an example of a drug reaction 
which exhibits a diversity of signs and symp- 
toms, due to tridione. 


Tridione or trimethadione (3, 5, 5,-trimethyl- 
oxazoladine 2-4 dione) is a useful and widely 


accepted drug, in the treatment of the petit-mal 


triad. In 1944, Everett and Richards? first 
drew the attention of the clinicians to this 
drug. In 1945, Lennox® noted toxicity from 
this drug in the form of photophobia®*? and 
cutaneous eruptions. DeJong’® also reported 
that skin eruptions occurred. In a later article,? 
Lennox described 122 different reactions due to 
this drug among 222 patients, adequately fol- 
lowed. These symptoms were all suspected of 
being due to tridione, even though Richards 
and Everett* showed its low toxicity and 
failure to injure visceral organs and the 
hemopoietic system of animals. 


Hemeralopia (photophobia or glare reaction) 
and skin eruptions appear to be the two most 
common toxic effects. In hemeralopia, the pa- 
tients state that moderately or brightly il- 
luminated objects appear white or as if covered 
with snow. Numerous other reactions, includ- 
ing nausea, gastric distress, abnormal psycho- 
logical behaviour, fatigue, muscle instability, 
headaches, insomnia, poor appetite, nervous- 
ness, dizziness, pain in the eyes, nosebleeds, 
diplopia, poor circulation, sneezing, hiccough- 
ing, irritability, malaise, drowsiness, stupor, 
status epilepticus and variations in temperature 
and blood counts have been reported.» * 5 28 


Davis' demonstrated the effect of tridione on 
the hemopoietic system by means of monthly 
examinations. In 127 patients taking tridione, 
he showed a decrease in polymorphonuclear 
leucocytes to 1,600 or less per e.mm. in 6% 
of the patients and an eosinophilia of 6% 


*From Department of Dermatology, Queen Mary 
Veterans’ Hospital, Montreal. 

Read before the Fourth Annual Meeting of the Cana- 
dian Dermatological Association in wane City, June 
10, 1950. 
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or higher in one-quarter of the patients. 
Agranulocytosis,® 11 paneytopenia,’® aplastic 
anemia,® 717,15 thrombocytopenia® and other 
bone marrow changes’ 1* *> 2% have been de- 
seribed, with some cases resulting in fatali- 
ties.” °te1% Jt is also of interest that there 
have been 3 eases of nephrotic syndrome at- 
tributed to this drug.?® 17 78 


Skin eruptions are the second most common 
evidence of tridione toxicity. The types of 
eruptions described by Lennox? and DeJong*® 
are: acne-like papules, small shot-like nodules 
in the skin of the forehead and face, morbil- 
liform eruptions and erythema-multiforme with 
fever and leukopenia. Searlatiniform® and 
acniform eruptions,» 7° exfoliative dermatitis,° 
and Stevens-Johnson syndrome resulting in 
blindness,?® have also been described. Transient 
urticaria was noted in a fatal case of agranulo- 
cytosis.’ 

In the 8 reported fatalities from this drug, 
6 were due to various effects on the hemo- 
poietic system. Particulars of the other 2 cases 
reported were not available to the authors. 


The case to be presented shows a number of 
the toxic manifestations described. The multi- 
plicity of the symptom-complex in this case is 
of particular interest. 


CASE REPORT 


A 26 year old married woman was referred to the 
Dermatology Service for treatment of urticaria and 
angioneurotic edema of unknown causation. She gave 
a history of petit mal epilepsy, exophoria and chronic 
pelvic inflammatory disease in the past. From 1945 to 
November, 1948, the petit mal seizures were partially 
controlled by dilantin and phenobarbital. In November, 
1948, she was given tridione gr. iii daily and pheno- 
barbital 14 gr. twice daily. Three weeks later she 
developed a sore throat and a swollen tongue which 
subsided when the drug was discontinued. About one 
month later, in January, 1949, the drug was reintroduced, 
in a dosage of gr. iv daily and was well tolerated and 
controlled her seizures satisfactorily. 

At the time of her admission in December, 1949, in 
addition to the urticaria and angioneurotic edema which 
had been present for months, she complained of fleeting 
muscle pains in the extremities especially the legs on 
activity; and frequent head colds and attacks of sneezing 
for most of the year. About six months prior to ad- 
mission she developed nausea, vomiting, flatulence and 
generalized crampy abdominal pain after meals and a 
mild diarrhea. The symptoms lasted about one month 
and then subsided only to recur about 2 months ago, 
associated with abdominal distension, premenstrual 
cramps and intermittent sore throats. 

At about the same time, in October, 1949, she de- 
veloped an acniform eruption which began on the back 
and progressed on to the shoulders, upper arms, upper 
chest, face and buttocks. One month later urticaria 
became generalized with edema of the tongue, throat, 
vulva and vagina, associated with pain on urination and 
increasing difficulty in initiating the act of micturition. 
She also complained of fatigue, drowsiness, irritability, 
menstrual irregularities and sharp pains in the left.side 
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of her head followed by dull headaches. This pain at 
the time was believed to be due to the exophoria. 

Two weeks prior to admission, localized tender swell- 
ings appeared on the thighs, buttocks and anterior axil- 
lary folds. At this time she was seen elsewhere and all 
medications were discontinued. There was no response 
to benadryl or pyribenzamine by mouth but some 
transient relief followed subcutaneous administration 
of adrenalin. 

On examination, the patient appeared to be obese. 
Her breasts were distended and small tender nodules 
were palpated in their substance. She had a tender, 
generalized adenopathy. The cardiovascular system was 
found to be normal. The abdomen was distended and 
there was tenderness in both lower quadrants and the 
left upper quadrant spreading into the left costovertebral 
region, but there was no muscle splinting. On vaginal 
examination the vulva and vagina were tender and 
swollen and movement of the cervix caused pain which 
radiated to the left lower quadrant. Examination of 
the central nervous system revealed reduced sensation 
to pain and light touch on the whole left side, diminished 
co-ordination on the left side, absence of lower abdominal 
reflexes and absence of left knee and ankle jerks. 

She showed a diffuse acneform eruption involving the 
face, upper trunk and scattered over the buttocks. In 
addition to this she showed a generalized urticaria, the 
lesions varying from 2 to 20 em. in diameter. On the 
inner aspect of the thighs, firm diffuse tender swellings 
were noted, with similar but more localized areas on the 
outer thighs, buttocks, anterior axillary folds, arches of 
the feet and so on the imner aspect of the wrists. 
Throughout her axamination and indeed throughout her 
stay in hospital she exhibited a peculiar behaviour 
towards the medical personnel, at times showing what 
might be termed hostility. 

At the time of admission it was felt that her skin 
condition might well be due to the drugs which she had 
been taking. However, at this time it was not considered 
possible that her manifold complaints were due to drugs 
and it was with difficulty that the easy label of psycho- 
neurosis was withheld. 


Following her admission she experienced dramatié 
relief from 2 ¢.c. of antistine intravenously. The skin 
irritation subsided within one minute and within fifteen 
minutes the urticaria had almost completely blanched. 
At this time it was noted that all the symptoms began 
to lessen. All the symptoms were controlled by intra- 
venous or intramuscular administration of this drug 
every four hours but returned as soon as this antihista- 
minie was withheld. 


Beeause of the long interval which had elapsed since 
her last dose of tridione without abatement of her 
symptoms, other causes for her urticaria were sought. 
She showed an eosinophilia of from 1 to 7%. The basal 
metabolic rate was -—3 and -10. Complete gastro- 
intestinal investigation revealed only ‘a mild hypo- 
chlorhydria. No foci of infection were found although 
the gynecologist suggested a recent exacerbation of her 
chronic pelvic inflammatory disease. Accordingly she re- 
ceived a course of penicillin with supportive therapy, 
but no improvement occurred and as the sedimentation 
rate was always normal, active pelvic inflammatory dis- 
ease was ruled out. The otolaryngologist found changes 
suggestive of allergy. Elimination of the common 
external irritants was of no value and definite food 
sensitivity could not be elicited although there seemed to 
be a well-developed exacerbation while on milk and milk 
products. 


As the signs and symptoms persisted it was decided 
after one month of hospitalization to employ non-specific 
shock therapy, using triple typhoid. The first treatment 
consisted of an intravenous injection of 25,000,000 killed 
organisms and four days later a similar injection of 
50,000,000 organisms. This was followed by a definite 
improvement and within a short period she was able to 
carry on without the use of antistine. All the signs and 
symptoms, including her mental outlook, improved except 
the localized tender swellings. It was felt clinically that 
these swellings were fat pads, and histological examina- 
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tion of a typical one confirmed this and revealed no 
abnormality. These tender fatty swellings were most 
persistent and at one time she developed an eczematous 
eruption on the surface of several of them. 

After a period of ten weeks, during which there was a 
steady improvement, her condition was such that it was 
felt that a trial of tridione was indicated. Within two 
days all of her signs and symptoms began to recur and 
within four days she experienced a complete relapse. 
Again she responded temporarily to antistine but the 
flare-up persisted. She was given another injection of 
triple typhoid, 100,000,000 organisms, which resulted in 
a slow but steady improvement. 

Within one month her signs and symptoms, including 
the tender fat pads had subsided. As her petit mal 
seizures were still out of control, paradione a related 
compound, was administered in a dose of 0.33 c.c. t.i.d. 
After the fourth dose the signs and symptoms began -to 
recur once again and the drug was discontinued. Within 
two weeks she subsided well enough so that she was dis- 
charged from hospital. She was given phenobarbitol for 
her seizures. This drug was well tolerated but does not 
control her seizures adequately. Prior to discharge, patch 
tests were applied and passive transfer was attempted 
but all were negative. 

At the time of her discharge, examination revealed 
that most of her physical signs had subsided. She no 
longer looked obese, although she had lost only four 
pounds during her period of hospitalization. The neuro- 
logical findings remained the same as on admission except 
that now her knee and ankle jerks were present. Some 
of the fat pads are still tender and these constitute her 
only complaint. 


DIscUSSION 

It appears that the multiplicity of signs and 
symptoms, including the urticaria and angio- 
neurotic cedema were due to tridione and its 
related compound paradione. The symptom 
complex was reproduced in its entirety on two 
occasions, following the ingestion of these 
drugs. The duration of the findings after with- 
drawal of the drug is of interest and is un- 
explained. It would appear that the drug is 
excreted or destroyed within the body very 
slowly. According to the manufacturers, it is 
believed to be excreted or de-activated in the 
liver and kidneys, following experiments with 
dogs, but only 3% of a large single dose can 
be detected chemically in the urine in man. 
The symptoms and signs probably would have 
subsided in time but it was felt that the triple 
typhoid accelerated this process. 

Had it not been for the presence of the skin 
eruption, which focussed attention on the medi- 
cations ingested, one wonders how long the pa- 
tient might have gone on with her myriad of 
aches and pains! 


SUMMARY 


1. A ease history is recorded of a young 
female who presented a multiplicity of signs 
and symptoms, due to prolonged use of tridione, 
a synthetic anti-convulsant, which she was 
taking to control her petit mal seizures. 
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2. Administration of paradione, a related 
compound, reproduced the same symptom 
complex. 


3. The literature on the toxic effects of tri- 
dione is reviewed and presented in brief. 
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INDIANS AND TUBERCULOSIS OF 
SKIN AND BONES* 


E. Gaumond, M.D. and R. Therrien, M.D. 
Quebec, Que. 


WO years ago one of us (G.) wrote :} ‘‘ Lupus 
vulgaris is the most common form of euta- 


neous tuberculosis. It is much less frequent in 
America than in Europe. In the region of 
Quebee, very few cases are seen and represent 
a very small proportion of all the cutaneous 
diseases”’ 


This is still true in the Quebee district but we 
should ask ourselves if skin tuberculosis is not 
on the other hand a common disease among the 
first inhabitants of this continent, the Indians 
of some tribes anyway. In fact, reports from 


* From the Department of Skin Diseases, L’Hotel 
Dieu, Quebec. 

Read at the fourth annual meeting of the Canadian 
Dermatological Association, Quebec City, June 9, 1950. 


t The Canadian Medical Association Journal, 59: 522, 
1948, 
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travellers, nurses and a few physicians who 
have been visiting the Indians of the Northern 
part of this Provinee state that chronic ulcers 
of the skin are very frequently seen among 
Indians, and it is reasonable to believe that in 
these one has to deal with cutaneous tuber- 
culosis. Indeed for the last fifteen years one 
of us (G.) has treated many similar cases and 
each time it has been impossible to demonstrate 
a syphilitic or mycotie infection. Nevertheless 
we are not aware of the real frequency of skin 
tuberculosis among the Indians in Canada but 
we have reason to believe that it is of common 
occurrence. 


In August, 1949, five Indians (Montagnais) 
from St. Augustine, Labrador, came to 1’Hotel- 
Dieu de Québee for treatment of chronic sup- 
purative ulcers of the skin that had been 
present for months and perhaps years. One 
of these patients, a girl ten years old, was im- 
mediately transferred to a sanatorium because 
she also had pulmonary tuberculosis. We will 
briefly report the case history for each of the 
four others. 





CASE 1 


Andrew P., male, 19 years old, Indian (Montagnais) 
was admitted on August 14, 1949. He had on the right 
cheek near the ear a bandlike ulcer extending down to 
the lateral aspect of the neck (Fig. 1). This ulceration 
was rather superficial, with anfractuous, violaceous 
borders, and it was impossible to determine the date of 
onset. The clinical picture was very suggestive of skin 
tuberculosis. The temperature, pulse and respiration 
were normal. 

The urinalysis was normal: tuberculin patch test 
(Vollmer), positive: S.T.S., negative: chest plate: heart 
and aorta: normal. Lungs: marked hilar shadows. En- 
larged broncho-vascular tree in the two upper lobes but 
without condensation of parenchyma. Increased trans- 
parency of the two upper lobes. 

Skin biopsy: Chronic nonspecific inflammation. 

Blood count: Hgb. 91%—red blood cells: 4,020,000 
(7u6): G.V.: 1.12. White blood cells: 10,550. P. 
neutrophils 69%. P. basophils none. P. eosinophils 
none. Lymphocytes 26%. Large mononuclears 5%. 
Arneth formula: 20-44-34-2-0. 

Tuberculin intradermal reaction: Strongly positive. 
Another x-ray four months later showed no change. 
Sputum: No Koch’s bacilli were found after homogeniza- 
tion. The sedimentation rate dropped from 30 mm. to 
6 mm. Blood chemistry within normal limits. 

This patient received vitamin D2 for treatment and 
was given 24 grams of dihydrostreptomycin. He gained 
ten pounds during his hospitalization and was discharged 
as cured on February 3, 1950 (Fig. 2). 


CASE 2 ; 

Henriette P., female, 11 years old, Indian (Montag- 
naise) was admitted the same day. She had chronic deep 
and shallow uleers with violaceous and irregular borders 
(Fig. 3). These lesions were on the right cheek, the 
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neck, the upper part of the trunk, the left axilla and on 
the third left metacarpal. The date of appearance was 
unknown. 


Upon her admission temperature was 99°, pulse and 
respiration normal. Urinalysis, normal. 

Chest plate: left hilar shadows much accentuated, linear 
markings enlarged. Right malar bone: not demonstrable, 
possibility of destruction. Left hand showed spina ven- 
tosa of the third metacarpal. 

S.T.S., negative. Tubereculin patch test (Vollmer), 
positive. Blood count: Hgb.: 52%—red blood cells: 
3,020,000 (7u6): G.V.: 0.74—white blood cells: 10,750. 
P. neutrophils, 883%. P. basophils, none. P. eosinophils, 
2%. Lymphocytes, 14%. Large mononuclears, 1%. 
Anisocytosis, xx. 1 normoblast per 100 leucocytes. 
Arneth formula: 39-35-23-30. 

The sedimentation rate was 18 mm. on admission and 
later fell to 10 mm. Blood chemistry normal. 

X-ray right-malar bone: Not clear. Bony erosion on 
the external surface. 

Skin grafts on the left axilla and plastic surgery of 
right cheek. 

X-ray: Right hand normal. Left hand, considerable 
improvement of the third metacarpal lesions. 

X-ray: Right malar bone, old destructive lesions much 
improved since the last picture. Right maxillary sinus 
is practically clear today. 

Blood count: Hgb.: 82%—red blood cells: 3,830,000 
(7u6). G.V.: 1.07—white blood cells: 7,250. P. neutro- 
phils, 74%. P. basophils, 2%. P. eosinophils, 38%. 
Lymphocytes, 20%. Monocytes, 1%. Arneth formula: 
17-35-45-3-0. 

This patient had no biopsy because of the close simi- 
larity of her lesions to those of the other patients and 
during her hospitalization she had measles and varicella. 
The main treatment has been vitamin D2 in alcoholic 
solution and dihydrostreptomycin 50 grams over a 
period of 50 days. She gained 14 pounds and her physi- 
cal condition is excellent (Fig. 4). 


CasE 3 


Jean-Baptiste P., male, 12 years old, Indian (Montag- 
nais) was admitted on August 14, 1949, with chronic 
ulcers secondarily infected (Fig. 5), showing violaceous 
irregular borders and localized to the right cheek and 
the left sub-maxillary region. Date of onset is unknown. 
The lesions are suggestive of skin tuberculosis. Ad- 
mission temperature 99.4°, pulse 76, respiration 18. 
Urinalysis, normal. 

Blood count: Hgb.: 83%—red blood cells: 4,270,000. 
G.V.: 0.97--white blood cells: 13,950. P. neutrophils, 
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54%. P. basophils, 1%. 
cytes, 21%. Large 
formula: 14-33-38-15-0, 

Sputum: no bacilli found after homogenization. 
Tuberculin patch test (Vollmer), positive. §.T.S.: nega- 
tive. Chest plate: some condensation in the two upper 
lobes, more marked in the right lung. 

Biopsy: Chronic non-specific inflammation. 
culin intradermal reaction: strongly positive. X-ray of 
the lungs: hilar shadows more accentuated. Some con- 
densation in the right upper lobe and both lower lobes. 

No Koch organism in the sputum on three separate 
examinations. 

Later the urine showed a trace of albumin: the sedi- 
mentation rate rose from 11 to 13 mm. The blood 
chemistry was within normal limits. 


It is to be noted that this patient had only ealciferol 
in alcoholic solution for active treatment and he left the 
hospital as cured on March 3, 1950. A recheck of his 
lung condition was advised (Fig. 6). He gained five 
pounds during his stay in hospital. 


P. eosinophils, 10%. 
mononuclears, 14%. 


Lympho- 
Arneth 


Tuber- 


CASE 4 

Come P., male, 15 years old. Indian (Montagnais), 
was admitted on August 14, 1949, with many chronic 
uleers with violaceous and irregular borders localized 
mainly on the right cheek, forehead, under the left eye 
and on the chin (Fig. 7). He had an ectropion of the 
right upper eyelid, osteoarthritis with ulcerations and 
fistule on both elbows, on the right forearm and wrist, 
a spina ventosa of the left fourth finger with osseous 
lesions of the corresponding metacarpal and some atrophy 
of the left forearm and hand. He had also a cutaneo- 
osseous lesion on the lateral aspect of the left big toe. 
It seems that the first lesions appeared three years ago. 

On admission the temperature, pulse, and respiration 
were normal. 


X-ray of the chest showed infiltration of both upper 
lobes. Sputum was negative for acid-fast bacilli, S8.T.S.: 


negative. Tuberculin patch test (Vollmer), positive. 
Skin biopsy: Chronic non-specific inflammation. X-rays: 
Right elbow, old osteitis of the lower third of humerus 
and the upper thirds of ulna and radius; symphysis of 
the joint; the articulation is destroyed; spindle-shaped 
third upper part of the ulna. It seems that it is an old 
tuberculous osteo-arthritis. Osteitis of the distal third 
of the radius probably still active. 


Left elbow, old osteo-arthritis probably of tuberculous 
origin: no symphysis of the joint; spindle-shaped de- 
formation of the ulnar proximal end. 

Left hand shows old _ osteo-arthritis which has 
destroyed most of the first and second phalanges of the 
fourth fingers. The head of the fourth corresponding 
metacarpal is destroyed. Right hand normal. There is 
also osteitis of the first phalanx of the left big toe, and 
osteo-arthritis of the metatarso-phalangeal joint. Small 
sequestrum ‘‘en grelot’’ in the joint. Possibility of 
tuberculous osteo-arthritis. 


Blood count: Hgb.: 83%—red blood cells: 4,400,000 
(7u5). G.V.: 0.94—white blood cells: 10,550. P. 
neutrophils, 52%. P. basophils, none. P. eosinophils, 
1%. Lymphocytes, 28%. Large mononuclears, 19%. 
Arneth formula: 26-24-42-8-0. 

Guinea-pig inoculation with the pus from the right 
wrist. 


Culture on Lowenstein medium was negative. 


Excision of the left fourth finger and a part of the 
adjacent metacarpal was done, and two Koch’s bacilli 
were found by the pathologist in the excised finger. 
Tuberculin intradermal was strongly positive. 


Guinea-pig autopsy showed tuberculosis of lymph 
nodes, spleen, lungs and liver. 


X-rays of the lungs showed discrete accentuation of 
the hilar shadows clearing of other lesions. The left 
elbow was unaltered. Right elbow showed tuberculous 
osteo-arthritis. Right big toe showed marked improve- 
ment of the metatarso-phalangeal joint. Right wrist, 
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important improvement. Left hand, the stump of the 
fourth phalanx is clean and well healed. 


To conclude, there is an important improvement of the 
lesions first seen in joints and lungs. 


The urine was normal. The sedimentation rates rose 
from 7 mm. to 23 and later fell to 13. The blood calcium 
was within normal limits. 


This patient received vitamin D, mostly, but he was 
also given 1 gram dihydrostreptomycin for fifty days. 


He gained thirty pounds during his stay and improved 
very markedly in general (Fig. 8). 


TREATMENT 


The basic treatment given to these four pa- 
tients was vitamin D,* (caleiferol) in alcoholic 
solution following Charpy’s technique slightly 
modified, and it was only as an adjuvant that 
we used dihydrostreptomyein for cases 2 and 4. 
Case 1 had only 24 grams and ease 3 did not 
receive any at all. Penicillin was also given to 
fight secondary infection. Local treatment of 
pot. permanganate; aleoholized water was used 
for that purpose too. 


Results were indeed excellent for all these pa- 
tients. The healing of lesions was activated 
when streptomycin was added to vitamin D,. 
In ease 2, due to the localization of left axil- 
lary uleer and _ over-secarring, these lesions 
did not heal so well. But an adenopathy at 
this site disappeared quite rapidly as well as 
all other skin lesions. A sinus starting from a 
maxillary osteitis also took time to heal but 
finally dried up. An x-ray picture recently 
taken has shown definite improvement of the 
bone stricken by the tuberculous process. 

The tolerance of calciferol was very good: 
each patient gained weight and had an excel- 
lent appetite. It is, we believe, very important 
to stress this matter because our patients were 
in hospital all the time, a fact which in our 


experience seems to impair the tolerance to’ 


vitamin D,. 


CoMMENTS 


It is to be noted that these four patients had 
lesions mainly on the upper part of their 
anatomy, a feature that is not infrequent in 
skin tubereulosis. On the other hand lesions 
localized to exposed areas especially on the face 
heal more rapidly than on the unexposed parts. 
Why is it that way? We do not know exactly 
but it may be that ultra violet rays may have 
something to do with it. We do not know 


* Vitamin D, used: Radiostol Forte (B.D.H.), con- 
taining 7.5 mgm. or 300,000 units per c.c. of solution. _ 





either by what mechanism vitamin D, affects 
skin tuberculosis. 


The Koch’s bacilli isolated from case 4 seemed 
to be a microbe of poor virulence and hard to 
grow. Direct examination of the pus and 
eultures on Lowenstein medium and other 
media were negative. Only the guinea-pig 
inoculated with the pus from a fistula of the 
right wrist has reacted and after four months 
the animal autopsy revealed that he had become 
tuberculous; the liver, spleen and lungs showed 
Koch’s bacilli that did not grow any further 
on Lowenstein’s and Sauton’s media. In spite 
of all our efforts and those of our bacteriologist 
(Dr. Henri Marcoux) it was impossible to 
specify the type of bacilli that we were dealing 
with. Was it a human, bovine or avian type? 
The difficulties encountered in this laboratory 
work are likely to favour the human type... . 
We suppose but we can not state such a fact. 
This study should be continued if facilities 
would permit. 


Furthermore the histopathologic study (Dr. 
C. S. Auger) of three biopsies in cases 1, 3, and 4 
did not give any conclusive evidence of tuber- 
culosis, Pathologie reports indicated a ‘‘chronie 
non-specific inflammation’’ and to this Pro- 
fessor Chs. Oberling from Paris, to whom the. 
slides were shown during his visit here in 
Quebee said: ‘‘It is impossible to make a 
definite diagnosis from the slides examined; I 
see a chronic non-specific inflammation the 
nature of which should be determined by bio- 
logical studies’’. This is another argument for 
those who, like us, believe and teach that one 
can not positively diagnose skin tuberculosis 
unless one has demonstrated the bacillus by one 


-way or another. But the report of the patholo- 


gist after removal of a finger was conclusive in 
favour of tuberculosis and was confirmed when 
he found a few bacilli after repeated examina- 
tions. 


We have used for our four patients vitamin 
D, in aleoholie solution alone or in association 
with streptomycin. We will surely have op- 
portunities to prescribe other therapeutic com- 
binations, as for example the one above plus 
P.A.S. or P.A.S, plus vitamin D.. We have been 
working with D, for the last four years and it 
was natural that it should-be our choice. We 
have been, we think the first in Canada (G.) to 
use it in this form and results to date have been 
gratifying, even extraordinary. We have not 
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seen any important intolerance to the drug. 
We have also the impression that vitamin D, in 
an aleoholiec vehicle rather than in oil gives 
better results if we compare them with those 
obtained elsewhere, and we are asking our- 
selves why the alcoholic solution has been used 
almost exclusively in France and in the 
Provinee of Quebec. 

It seems furthermore that the combination of 
vitamin D, and streptomycin is profitable when 
one deals with cutaneo-osseous forms of tuber- 
culosis. Two patients of ours have healed their 
bone lesions in a remarkable manner according 
to Dr. L. P. Roy, orthopedist, who has treated 
many eases of tuberculosis of the bones among 
the Indians. 


We ean state without fear after results seen 
on many patients that vitamin D, in an alco- 
holie vehicle, alone or combined with other 
agents can cure skin tuberculosis, and is very 
useful in bone tubereulosis, adenopathy of the 
same origin and other forms. 


Before reaching definite conclusions in re- 
gard to Indians, more cases would have to be 
seen and for that, since a simple treatment can 
eure tuberculosis of skin and even bones, a 
survey should be done. One would probably 
discover many eases. Prophylactic measures 
should be instituted, such as B.C.G. or others. 
The Federal Department of Indian Affairs 
would be well advised to retain the services of 
a competent physician, dermatologist by prefer- 
ence, to determine on the spot the occurrence 
of skin tuberculosis amongst Indians and at the 
same time elaborate the measures to be taken 
to eradicate, if possible, this dreadful mani- 
festation. 


The family physician, usually a general practitioner, 
is the person upon whom the great mass of people rely 
It is this same family phy- 
sician who has the first opportunity to suspect and dis- 
cover the existence of cancer and other malignant con- 
ditions in their incipiency. The general practitioner is 
the ‘‘ pivotal figure’’ on any cancer program because on 
his advice and its reception the welfare of the patient 
depends.—Raymond F. Kaiser, Pub. Health Reports, 65: 
1397, 1950. 


for care in their illnesses. 
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PERSISTENT VOMITING DUE TO 
CARDIO-ESOPHAGEAL RELAXATION 
IN INFANCY* 


Peter H. Spohn, M.D., F.R.C.P.[C.] and 
C. Gordon Campbell, M.D., D.M.R. 


St. Paul’s Hospital, Vancouver, B.C. 


OST. cases of regurgitation or effortless 

emesis in infancy are of no serious conse- 
quence. However, when vomiting persists and 
is foreeful, careful consideration must be given 
to organic causes. One of the causes of per- 
sistent vomiting is due to relaxation or dysfunc- 
tion of the hiatus portion of the esophagus with 
failure of the normal sphincter action of the 
cardia. This condition has been ealled 
chalasia.t. Although this is not a new condition, 
few cases have been fully reported and none 
to date in the Canadian literature. 


CASE REPORT 


G.L., a one-month old male, white infant, was ad- 
mitted to St. Paul’s Hospital on March 5, 1950. This 
child was born elsewhere and weighed 2,530 gm. (5 Ibs. 
9 ozs.) at birth. At two days of age, the child started 
to vomit immediately after being nursed. Because of 
the persistent vomiting, he was kept in the hospital for 
three weeks and put on an evaporated milk feeding. At 
this time, he was only vomiting once or twice a day. 
After being home for a few days, the vomiting became 
much worse, and at one month of age he was admitted 
to St. Paul’s Hospital. The vomiting always occurred 
after meals, was quite forceful, not projectile and never 
bile-tinged. The weight gain averaged about 85 gm. 
per week. 

Physical examination at time of admission revealed an 
infant weighing 2,810 gm., who was poorly nourished 
and showed loss of subcutaneous tissue. There were no 
other abnormal findings. 


Fig. 1.—Showing a normal appearing csophagus. 


This plate was taken with the child in the upright 
position and while he was suckling, which probably 


stimulated the peristatic waves. Fig. 2.—Showing an 
abnormal reflux flow into the wsophagus from the 
stomach and dilation of the hiatal orifice. This plate 
was taken with the child in the recumbent position. 


* Presented at The North Pacific Pediatric Society 
Meeting, Spokane, Washington, September 9, 1950. 
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Laboratory findings.—Red blood cells 4.1 million; five years. Since his first report four years 


Hgb. 13.0 gm.; white blood cells, 11,000; blood Kahn, 
negative; urine negative; stool, positive test for trypsin; 
x-ray of chest, negative. 

Two days after admission, March 7, lipiodol was in- 
jected through a catheter into the upper esophagus. No 
abnormality was observed in the esophagus, stomach or 
bowel. For the next ten days the vomiting improved, 
occurring only once or twice a day. At this time, the 
child again started to vomit forcefully after every feed- 
ing. Phenobarbital and atropine were given in adequate 
doses without effect. On March 25, the child weighed 
3,100 gm. and was not doing well. Another fluoroscopic 
examination was made at this time because it was felt 
that there might be some organic cause for the vomiting. 
A barium formula was fed by nipple and was seen to 
pass down the esophagus into the stomach without 
obstruction. The esophagus appeared somewhat dilated. 
On inspiration, crying, or with abdominal pressure, there 
was an abnormal reflux of the meal into the esophagus. 
The esophagus was readily emptied by sitting the child 
up and filled again by laying him down (See Figs. 1 
and 2). 


At this time, the child was put on a thickened feeding 
consisting of 30 oz. of 2% milk and 25 tablespoonfuls 
of pabena. After each feeding the child was held up- 
right for forty minutes and then kept in a sitting position 
in bed. Immediately after the child was put on this 
regimen, he started to gain weight. There was only a 
minimal amount of regurgitation after one or two feed- 
ings a day, and on April 8 the infant was discharged 
weighing 3,700 gm. Fluoroscopic examination at time 
of discharge showed no change from the previous exam- 
ination, and regurgitation into the esophagus was still 
present. At 5 months of age, this child weighed 6,810 
gm. and was doing well. The thickness of the feeding 
had been gradually reduced, and, at this time, 12 table- 
spoonfuls of pabena were being added to 1 quart of milk 


(Fig. 3). 
Baby Gel, Samitted Mar, 5, 50. #t. 2810 G® lmog. 
ischarged April 8] Wt. 3700Gm, 
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hospite] feeding 
Fig. 3—A chart showing the weight gain and 


amount of vomiting in Baby G.L. 


DISCUSSION 


Although this is not a new condition and 
many cases must be treated without radiologi- 
cal confirmation of the diagnosis, it presents a 
definite syndrome and when recognized pro- 
vides a satisfactory explanation for the cause 
of vomiting. Neuhauser? has recently reported 
24 cases observed in his service during the past 


ago,” we have been watching for this condition 
in all vomiting babies, and to date this case has 
been the first one encountered. 

The condition should be considered in infants 
who start vomiting shortly after birth, usually 
in the first few days. The vomiting becomes 
persistently worse, and, in most eases, it is not 
foreeful or projectile, but effortless. The baby 
usually vomits when he is laid down after feed- 
ing, and does not occur when held upright. 
The child looks well, makes a slow gain and is 
hungry. Usually medication has not altered 
the condition unless the feeding has been 
thickened. Other than the nutritional state, 
physical examination is negative. It is the 
history that leads to the diagnosis. 

The diagnosis is established by making an 
adequate fluoroscopic examination of the ceso- 
phagus and stomach. The barium formula must 
not be too thick and should be fed through a 
nipple, after first passing a catheter to rule out 
any obstructive lesions, such as a_ tracheo- 
cesophageal fistula. The peristaltic activity of 
the esophagus is not active. The cesophagus 
often appears larger, thin-walled and flaccid. 
The barium flows without obstruction into the 
stomach through the hiatal orifice. On inspira, 
tion, or with vigorous crying, or when pressure 
is applied to the abdomen or when the child is 
placed in the lying position, barium ebbs into 
the esophagus and may pass up to the mouth. 
Bakwin* has shown that the esophagus of most 
infants is distensible and that there may be a 
normal reflux from the stomach. However, in 
eases with chalasia, the reflux is marked 
and altered by posture. Radiologically, this 
condition must be differentiated from a partial 
subdiaphragmatic stomach due to a diaphragm- 
atic hernia and a congenitally short cesophagus. 


Treatment in these cases is simple, and they 
all respond well to thickened feedings, which 
are made by adding 1 oz. of a pre-cooked cereal 
to 15 to 20 oz. of formula. The infant is also 
held upright for a 30 to 40 minute period after 
feedings and then propped up in a semi-upright 
position in bed. Most eases 
mediately to this therapy. In Neuhauser’s 
series there was marked improvement radio- 
logically in 3 to 4 weeks and therapy was dis- 
continued. The case reported was kept on this 
routine for 6 weeks and at 5 months was still 


respond im- 
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receiving a partially thickened feeding but not 
being held upright. 

The etiology of this condition is not fully 
understood. It is due to improper closure of 
the cardia, which could be secondary to an 
anatomical factor or to a neuromuscular im- 
balance. In a recent report‘ it was observed 
that there was less than the usual amount 
of air in the lower bowel; this is sugges- 
tive of a neuromuscular imbalance. To fully 
appreciate the condition one must have some 
understanding of the physiology of the ceso- 
phagus and of the normal x-ray appearance of 
the esophagus in infants. Vagal stimulation 
or sympathetic inhibition will relieve the 
eardia while vagal inhibition or sympathetic 
stimulation leads to contraction. There is con- 
siderable variation in the tone of the cardia in 
humans, and in some individuals very slight 
pressure of the stomach contents will produce 
relaxation of the cardia. The csophagus also 
acts differently when solids are swallowed, than 
after ingestion of fluids. Peristalsis is much 
more active with solid food whereas when fluids 
are consumed by a series of mouthfuls the 
cesophagus usually relaxes throughout its whole 
length and’ the fluid is projected to the lower 
end through a relaxed cardia into the stomach.® 
All of these factors allow for speculation as to 
the etiology of this condition. 


SUMMARY 
1. A case of persistent vomiting in a one 
month old infant, due to cardio-csophageal 
relaxation has been presented. 


2. This condition should be considered in all 
infants who vomit persistently after birth, the 
vomiting is usually effortless and does not oe- 
cur when the child is held upright. 


3. Definite diagnosis is made by careful fluor- 
oscopic examination of the cwsophagus and 
stomach with a barium swallow which is not 
too thick. The barium flows without obstrue- 
tion into the stomach, but with any increase in 
intra-abdominal pressure due to erying or 
change in position there is an abnormal reflux 
of the meal into the esophagus through the 
relaxed orifice. 

4. Therapy consists of giving thickened feed- 
ings and holding the child in an upright 
position. 

5. It is suggested that this conditions may be 
due to a temporary neuromuscular dysfunction. 


CESOPHAGEAL ATRESIA 
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@SOPHAGO-DERMATO- 
CESOPHAGOPLASTY FOR CONGENITAL 
(ZSOPHAGEAL ATRESIA* 


Dudley E. Ross, M.D., Hamilton Baxter, M.D. 
and 
Hollie E. McHugh, M.D. 


Montreal, Que. 


ONGENITAL atresia of the csophagus, 
while not a common anomaly, is not as rare 

as hitherto considered. It has been estimated 
that the incidence is approximately 1 in 5,000 
living births and is therefore about one-sixth 
as frequent as cleft lip and palate. Its reputa- 
tion for rarity is no doubt due to the fact that 
in previous years many of the cases were not 
recognized because the infant succumbed a few 
days after birth. This condition was first de- 
scribed by Durston in 1670, and Martin in 1821 
published the first case report. Over 400 cases 
had been reported in 1946. Vogt' has described 
the varieties of congenital esophageal anom- 
alies as follows: 

1. Complete absence of wsophagus (rare). 

2. Blind upper and lower ends of the esophageal 
segments (rare). 

3. Upper segment with tracheal communication and 
lower end blind (rare). 

4. Lower segment with tracheal communication and 
upper segment blind (common, 90%). 

5. Lower segment communicating with the bifurcation 
of the trachea and upper segment blind (rare). 


6. Communication of both segments with the trachea 
(rare). 


In the fetus the cesophagus and trachea are 
represented at an early stage by a single tube. 
Between the 4th and 12th weeks an ingrowth 
of mesoderm divides the tube into two separate 
parts. During this period the lumen of the 
csophagus is obliterated by the rapid prolifera- 
tion and fusion of its epithelial lining. At a 
later date, this solid structure becomes vacu- 


* From the Department of Surgery, Division of Plastic 
Surgery, Children’s Memorial Hospital and the Depart- 
ment of Surgery, McGill University, Montreal, Quebec. 
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olated, the vacuoles coalesce and the lumen of 
the tube is re-established in the same manner 
as in the intestine. It.is thought that a failure 
of the mesoderm to completely segregate the 
trachea from the csophagus results in the 
formation of a _ tracheo-esophageal fistula, 
whereas a failure of the vacuoles to coalesce 
results in atresia of the cesophagus. 


DIAGNOSIS 


If, following birth, an infant exhibits exces- 
sive drooling of saliva or mucus, and there is 
periodic cyanosis, a tentative diagnosis of 
cesophageal atresia may be considered. If the 
infant vomits all feedings almost immediately 
after they are offered, and bouts of coughing 
and eyanosis occur, prompt diagnostic meas- 
ures to prove or disprove the presence of this 
congenital defect are warranted. 

Radiological examination. — A soft rubber 
catheter is passed down the cesophagus, and if 
the condition is present it will meet with ob- 
struction. If a small amount of lipiodol is 
inserted into the catheter, it will be possible, 
on fluoroscopy, to determine the presence of 
any communication between the upper segment 
of the esophagus and the trachea. An x-ray 
film taken at this time will demonstrate the 
level to which the upper end of the esophagus 
extends into the chest, as well as any co-exist- 
ing atelectasis or pneumonia. By roentgeno- 
logic examination of this character, and in 
conformity with Vogt’s classification, the sur- 
geon is enabled to determine the type of mal- 
formation which is present, and to plan the 
operation most suited to the particular needs 
of the case. In types 1, 2 or 3 there will be no 
air in the stomach or intestines. Type 3 may 
be diagnosed by the fact that the lipiodol is 
seen to enter the trachea and air is not evident 
in the stomach. Types 4 and 5 will demonstrate 
the presence of air in the stomach and intestines 
without any lipiodol entering the trachea. Type 
6 will show both the presence of lipiodol in the 
trachea and air in the stomach and intestines. 


PREOPERATIVE PREPARATION 


Most of these patients exhibit varying 
degrees of pneumonia or atelectasis, due to the 
aspiration of food or saliva. The infant should 
be placed in an oxygen tent, and a small soft 
rubber catheter introduced through the nose 
to the pharynx so that, with constant suction, 





the secretions may be aspirated. This will help 
to keep the respiratory passages clear and im- 
prove the patient’s general condition. By the 
use of intravenous fluids and transfusions in 
appropriate amounts, the child will usually im- 
prove sufficiently for operation to be under- 
taken with less risk. The administration of 
penicillin pre- and post-operatively is a prophy- 
laetie necessity. 


SURGICAL TREATMENT 


If the two ends of the cesophagus ean be ap- 
proximated and primary anastomosis com- 
pleted, all are agreed that this is the most ideal 
method of treatment. Failing this, it is some- 
times possible to mobilize the stomach and, 
after drawing it through the diaphragm into 
the left pleural cavity, to anastomose the 
stomach to the upper end of the cesophagus. 
This procedure has been reported by Ladd and 
Swenson,” and it is interesting to note that too 
large a feeding may cause dyspnea, hence the 
necessity for small frequent meals. While 
primary anastomosis of the two csophageal 
segments is the operation of choice, Haight,* 
who was the first.to perform this successfully in 
1941, observed that in 30% of the cases primary 
anastomosis cannot be performed. 


When primary anastomosis is contraindi- 
cated, the jejuno-dermato-cesophagoplasty of 
Lexer has been the most popular procedure. 
Ochsner and Owens,‘ in 1933, successfully per- 
formed the first operation of this type in the 
United States. Leven,® Ladd,® Davis’ and others 
have successfully treated many eases using this 
procedure. However, this method has a dis- 
advantage in that the three anastomoses—the 
cesophagus to the skin tube, the skin tube to the 
jejunum, and the jejunum to the stomach—all 
provide sites for the formation of fistulas and 
subsequent stenosis. The . jejuno-csophago- 
plasty described by Wullstein,® and recently 
popularized by Yudin,° has its drawback in that 
the arrangement of the mesenteric vessels is 
such that in many eases sufficient viable 
jejunum cannot be mobilized to reach the 
cervieal region. Ochsner and Owens reported 
that gangrene of the jejunal loop oceurred in 
22% of the patients operated upon by this 
method. Recently, Longmire and Ravitch" 
have deseribed a new technique of constructing 
an antethoraciec esophagus of an isolated seg- 
ment of jejunum, enclosed in a skin tube, which 
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is transferred to the anterior chest wall to serve 


as a connecting link between the cervical ceso-_ 


phagus and the stomach. While this procedure 
has many physiological advantages it requires 
a number of major abdominal procedures. 
The case to be described was repaired by 
means of an csophago-dermato-wsophagoplasty. 


P.M., a male infant, was admitted on February 5, 
1943 at the age of 5 days. He was referred to hospital 
because, since birth, there had been immediate regurgita- 


Fig. 1.—The tubed pedicle flap constructed on the 
right side of the chest has been swung over and at- 
tached above the opening of the cervical end of the 
esophagus which has been transplanted anterior to the 
clavicle. The lower end of the esophagus has been 
transplanted from the posterior mediastinum and 
carried up over the left costal margin. Feedings for 
the first two years of life were given through a 
rubber tube placed in this orifice. Fig. 2.—X-ray 
taken following a barium drink shows the dilated ante- 
thoracic @sophagus which becomes constricted at the 
point where the lower end passes over the costal 
margin before dipping into the stomach. 


oo Pee Osis Ane y 


Fig. 3.—Biopsy of skin from chest adj 
normal papillary formation and hair follicles. 
(mag. x 105). 
two years after exposure to food, saliva and gastric juice. 
thelium which has lost its papilldry formation. 
follicles, sebaceous and sweat zlands were seen in the entire section (mag. x 105). 
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tion of all fluids given by mouth and an excessive drool- 
ing of saliva and mucus. There had been occasional 
episodes of cyanosis. 

On examination, coarse rales were heard over both 
sides of the chest. A catheter was passed which showed 
obstruction of the esophagus at the level of the carina, 
and a moderate amount of gas in the stomach and 
intestines. The anomaly was of type 4. 

On February 5, the upper segment of the esophagus 
was mobilized through an incision in the neck, and the 
distal end was brought out and sutured to the skin 
lateral to the origin of the sternomastoid muscle on the 
left side. The abdomen was opened by a transverse 
incision below the costal margin and the lower segment 
of the esophagus was mobilized. The fistula was doubly 
ligated with chromic catgut ligatures and cut between 
ties. The freed lower segment was then drawn into the 
abdominal cavity and carried up over the costal margin, 
its free end being sutured to the margins of a stab 
wound in the skin at the level of the 6th costal cartilage. 
The abdominal incision was then closed in the usual 
manner. The infant withstood the operation without 
complications. He was fed through a soft rubber tube 
which was inserted through the exteriorized lower open- 
ing of the esophagus into the stomach, and was placed 
on a special diet. 

Due to a series of attacks of acute respiratory infec- 
tion, diarrhea and vomiting, the patient was not con- 
sidered to be in a satisfactory condition for reconstruc- 
tion of the antethoracic esophagus until he was 2 years 
old. At that time, a tubed pedicle flap was constructed 
longitudinally on the right side of the thorax, and the 
inferior end, at the next stage, was attached above the 
clavicular opening of the upper end of the esophagus. 
Subsequently, this tube was re-opened and sutured over 
a skin tube formed by rolling in and suturing two 
longitudinal flaps which were raised below the upper 
orifice. When this had healed, a flap from the left side 
of the chest was raised and sutured over a skin tube 
formed by turning in the skin flaps about the lower 
orifice (Fig. 1). 

The various stages of the reconstruction were carried 
out without complication, with the exception of the 
formation of a tiny fistula at the junction of the two 
skin lined tubes, which discharged only a small amount 
of saliva and food. This did not close spontaneously, as 
had been reported by Ladd in a few of his cases. Conse- 


acent to tube pedicle. The epithelium shows 


The sweat and sebaceous glands are seen 


Fig. 4.—Biopsy of lining of esophagus constructed from skin of chest, 


Note keratinization of epi- 
No accessory structures such as hair 
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quently, excision of the fistula and suture were carried 
out two years after construction of the antethoracic 
esophagus (Fig. 2). 

A biopsy specimen was taken from the skin lining the 
tube which for two years had been exposed to saliva, the 
passage of food and regurgitated gastric contents. The 
marked histologic changes which had occurred are shown 
in Figs. 3 and 4. 

On November 9, 1949, when the child was almost 7 
years old, he swallowed a small Canadian cent which he 
was holding in his mouth, and an x-ray of the chest 
showed it to be lodged in the extrathoracie esophagus 
at its junction with the lower portion of the esophagus 


which had been transplanted from the mediastinum 
(Fig. 5). In spite of the unusual anatomical situation 


Fig. 5.—The position of the coin is shown at the 
level where the reconstructed csophagus joins the 
lower end of the normal esophagus. Fig. 6.—Appear- 
ance of child at 7 years of age. The state of his 
nutrition is good and he is able to take a normal diet. 


of the @sophagus, it was decided to attempt to remove 
the coin with an csophagoscope. Under endotracheal 
anesthesia, one of us (H.E.McH.) inserted a No. 4 
cesophagoscope through the mouth to the region of the 
cricopharyngeal orifice. At this point the instrument 
was turned to the left and tilted upwards into the newly 
reconstructed csophagus. It was then turned sharply 
forwards and downwards at the level of the clavicle over 
which it was passed with some difficulty. However, with 
careful positioning of the head the instrument was 
slipped into the reconstructed extrathoracic section of 
the esophagus down to the point of constriction where 
the coin was lodged. This was grasped with an infant- 
sized Jackson foreign body forceps, and the csophago- 
scope and coin were carefully withdrawn. The patient 
suffered no ill effects from the procedure, and the 
artificial esophagus was apparently not damaged in any 
way. At the age of 7 years, the child is able to take a 
normal diet without difficulty and is gradually approach- 
ing normal weight for his age (Fig. 6). 


SUMMARY AND CONCLUSIONS 


The method of reconstruction adopted in this 
case has a double advantage: (a) gastrostomy 
is unnecessary; (b) the distance between the 
exteriorized upper and lower csophageal 
orifices is considerably reduced in length, and 
thus simplifies the construction of an ante- 
thoracic esophagus. ; 


A much simpler technique for connecting the 
two exposed ends of the esophagus would be to 
utilize a single long tube pedicle extending 
from one cesophageal orifice to the other. 
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The marked atrophy of the appendages of 
the skin lining of the antethoracic esophagus 
which occurred following two years of exposure 
to saliva, food and regurgitated gastric con- 
tents has been described. 

An unusual complication was the lodging of 
a coin in the extrathoracic portion of the re- 
constructed cesophagus which necessitated ex- 
traction by means of an cesophagoscope. 

Direct anastomosis of the two segments of 
the cesophagus in the chest shortly after birth 
is the operation of choice. 

Early diagnosis of the condition, not later 
than 24 to 48 hours after birth, is imperative 
if the operative mortality rate is to be reduced. 
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A METHOD OF SELECTION AND " 
TREATMENT OF A GROUP OF PATIENTS 
SUFFERING FROM ATYPICAL FACIAL 
AND HEAD PAIN* 


H. T. R. Mount, M.B., M.S., F.A.C.S 
Ottawa, Ont. 


ATIENTS are still seen who complain of 

facial and head pain which as yet has not 
been classified and for which there is no ther- 
apy other than analgesics. The purpose of this 
paper is to report the histories of a group of 
these patients, and to outline a method for 
their selection and classification. A therapeutic 
procedure is deseribed which has proved sue- 
cessful in controlling pain in the eases recorded. 


CASE 1 


On May 17, 1938, Mrs. S., the mother of two children 
was seen, complaining of a continuous stinging pain in 
the left side of her face and head. In the history given 
she stated that at the onset while eating she experienced 
a sudden sharp pain ‘‘as if a bare nerve had been 
touched’’. It was so severe that she could not tell 
whether it involved the upper or lower jaw, or both. 
This pain remained for two days, then left her with the 
continuous type of stinging pain over the whole left side 
of the face, the temporal region, and the frontoparietal 


* Read before the Canadian Neurological Association, 
Halifax, June, 1950. 
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region. When masticating she had occasional sudden 
sharp pains in either upper or lower jaw. Recurrent 
attacks of the severe pain, shorter in duration, occurred 
without known cause, and in these she found that if she 
tilted her head backward there was soreness in the left 
side of her neck. 

Her temperature was 98°, pulse 72, blood pressure 
100/60. Her hemoglobin was 70%. The Wassermann 
reaction was negative, and urinalysis was negative. Her 
general physical and neurologic examinations revealed no 
abnormality and in particular there was no flushing of 
the face, and her pupils were equal and reacted to light. 
On palpating the neck, and producing pressure on the 
left carotid sheath tenderness was found to be present. 
Flicking the carotid artery by applying firm pressure 
with the thumb and pulling it laterally, allowing the 
artery to suddenly escape from the pressure, produced a 
severe pain which was referred upward into the side of 
the face at approximately the centre of the upper and 
lower jaws. At other times flicking of this artery in 
the same manner would refer the pain into the temporal 
region. 

It was assumed that some autonomic nerve structure 
was involved and that it probably resided in the peri- 
arterial plexus or the sympathetic chain. It was further 
postulated that if this were the case a periarterial novo- 
cain block might give relief and interrupt the pain 
pathway. This was done and she was completely relieved 
and pressure on the artery and flicking failed to produce 
pain. On three successive occasions, at three or four 
day intervals, a further diagnostic infiltration was made 
and on each occasion she received temporary complete 
relief. 

On May 25, 1938, under local anesthesia, an incision 
was made over the anterior border of the left sterno- 
cleidomastoid muscle, and the dissection was carried down 
slightly in advance of the anesthetic. It was hoped, with 
the co-operation of the patient, to be able to determine 
the structure or structures which were involved in the 
On reaching the common carotid 


production of pain. 
artery and manipulating it with tissue forceps and also 
with finger, the patient immediately told me that I was 
accentuating already existing soreness and producing the 
same type of pain which had previously been experienced. 
Manipulation of the sympathetic chain failed to produce 


this type of pain. Under general anesthesia the opera- 
tion was then completed by doing a periarterial sympa- 
thectomy which extended for approximately one inch on 
the common carotid, and upwards %” on the external and 
internal earotid arteries. 


Following this procedure the patient had complete 
relief from pain. 


On April 5 of this year (12 years later) she stated 
that after the operation the pain left immediately and 
has not returned. She occasionally has a slight sensa- 
tion of dryness in the left side of her nose, especially if 
she is in a wind. This is also accompanied by a numb 
sensation over the whole left side of the face. In very 
cold weather she may have some soreness in this same 
area. However, the difficulty is not troublesome and she 
states that she has 100% relief from pain. 


CASE 2 

In November, 1943, Mr. B., a banker by profession, 
aged 32 years, developed pain in the left side of his face 
and head which became progressively worse until May, 
1948, when he secured relief by carotid periarterial symp- 
athectomy. His distress consisted of a painful type of 
tightening which recurred several times daily and 
extended over the whole side of the face and head, but 
was more intense immediately above the ear in the 
temporal region. The attacks frequently occurred in the 
morning and might waken him any time after six o’clock. 
When they occurred he would have to get up and walk. 
Shaving at this time accentuated his pain. The distress 
was located in the left side of the nose, in the middle 
of the upper and lower jaws with extension upward 
anterior to the ear. The most intense pain was ex- 
perienced at a point approximately one inch above the 
ear, and seemed to be at a depth of about one inch. 
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Occasionally, also, he would be conscious of a soreness in. 
the left side of his neck. The attacks which recurred 
several times daily would last from ten minutes to an 
hour, and were debilitating. In the interval between 
attacks he was completely free from pain. The attacks 
became more frequent and more severe and the patient 
became nervous, apprehensive, and introspective, and 
when repeated examinations and attempts were made to 
secure relief without success he began to wonder whether 
or not after all, the difficulty was of his own imagination. 

In a centre for the study and treatment of diseases 
of the nervous system he had several novocain injections 
as well as an injection of alcohol, presumably to block 
branches of the fifth nerve. An air encephalogram was 
done and also an electroencephalogram. He was dis- 
charged without a diagnosis and told that he would have 
to learn to live with his pain. In 1945 his antrum was 
opened and a good deal of pus evacuated. However, this 
procedure did not alter the major type of pain in any 
way. 

His general physical and neurologic examinations were 
negative but tenderness was present over the left carotid 
sheath. A periarterial carotid novocain block completely 
relieved his pain on three successive occasions at 3 to 4 
day intervals. On May 4, 1948, following this diagnostic 
procedure he was subjected to periarterial sympa- 
thectomy. 

On April 13, 1950, approximately two years after 
operation, he was seen and he estimated that he had 90% 
relief. He stated that what he experiences now could 
not be called a real pain. It comes perhaps once a week, 
and is a nuisance rather than an unbearable pain. Again, 
he stated, ‘‘As far as I am concerned my trouble is in 
the past, the present difficulty which I have does not 
concern me at all’’. He states that it feels as if a 
barrier had been erected against what would have 
formérly become a nasty bout of pain, and only its peak 
is able to get through, so that he experiences only slight 
discomfort. From the standpoint of his functional 
nervous disorder he has now become perfectly adjusted. 
If he becomes overheated in the summer he has a sensa- 
tion of dryness in the left nostril. This sensation fol- 
lows an oversecretion from that nostril, and also an 
epiphora from the left eye. The right eye remains 
normal. This sensation also occurs when he sits in a 
warm closed telephone booth. The discharge from the 
nose hardens into crusts and he uses borofax to soften it. 


CASE 3 

On April 6, 1948, Miss V. was seen, complaining of 
constant pain in the left side of her head, which had 
been present since the fall of 1947. It consisted at times 
of a piercing type of pain present almost constantly on 
the left side of the nose, frontal, parietal and occipital 
regions. She stated that it felt like a needle running 
into her head, recurring in several jabs every half hour. 
At other times it was a throbbing type of constant pain 
in the same region. It was worse when lying down. The 
pain did not involve the jaws or malar bone. Diffuse 
pressure over the involved area seemed to lessen the 
severity of the pain. Associated with this pain there was 
a very great deal of nervous tension. She complained of 
associated periodic spells of forgetfulness. An electro- 
encephalographic study was made and this revealed a 
type of record seen in tension states. 


Upon examination the only finding was the presence 
of tenderness over the superficial temporal artery and 
also the vessels enclosed in the carotid sheath. Blocking 
of the superior temporal artery with novocain gave com- 
plete relief from pain for five days. 


On June 11, 1948, under local anesthetic a section of 
the superficial temporal artery was removed and this~ 
has completely relieved the pain of which she complained. 
Re-examination on April 11, 1950, revealed the presence 
of tenderness over the carotid sheath but head pain had 
not recurred. I believe this patient had a type of pain 
which falls into the syndrome now under discussion and 
that sectioning the superficial temporal artery accom- 
plished an end similar to carotid periarterial sympa- 
thectomy by sectioning these pathways. 
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CASE 4 


Mr. M. This 39 year old patient began to have head- 
ache in 1945. It was located over the frontal region 
bilaterally, but started on the right side. It was dull 
and throbbing in character with, however, recurrent sharp 
severe pains which started in the frontal region and 
extended backward to involve the occiput. These re- 
current bouts of severe pain were sharp, shooting and 
lancinating in character and remained as a cutting pain 
for an hour or more. They did not at any time involve 
the side of the nose, malar prominence or jaws, nor go 
into the neck posteriorly. He complained also of a 
constant burning pain in his eyes which seemed to be 
associated with the use of glasses for correction of an 
error in refraction. A dizziness, or unsteadiness, pre- 
ceded the onset of the pain and was associated with the 
headache. This dizziness gave him a sensation as if 
things in his environment were rotating. At the onset 
this sensation lasted a few seconds only, but later it 
became continuous and objects rotated in a clockwise 
fashion. It was never bad enough to cause him to fall 
but frequently he had to hold on to objects to maintain 
his balance. 

His weight was 162 lb.; blood pressure 150/94; pulse 
108; Wassermann negative; urinalysis negative. It was 
found that the right internal carotid artery was tender, 
and flicking accentuated the pain in his head. Novocain 
periarterial block relieved the head pain on three separate 
occasions. On April 20, 1950, the right carotid arteries 
were exposed under local anesthetic, and his pain re- 
produced by mechanical stimulation. A _ periarterial 
sympathectomy was then done. He is now free from 
pain in his head. The burning pain in his eyes is un- 
changed. 


CASE 5 


Mrs. McG. aged 37 years, had not been subject to 
headache. In September, 1949, she was awakened at 2 
or 3 o’clock one morning with severe pain in the left 
temporoparietal region, which extended backward into 
the occiput, and forward into the frontal region. It 
also involved the left side of the nose, the eye and the 
upper and lower jaws. The pain was most intense in 
the temporal region and in the crown of the head near 
the mid line. It lasted three to four hours and left as 
suddenly as it came. At the onset of her difficulty she 
had recurrent attacks, approximately weekly, but these 
quickly increased in frequency so that she would have 
a bout of pain every day, each one lasting a matter of 
three or four hours. Between attacks she was completely 
free from pain, but at times she did experience soreness 
in the involved area with some increased sensitivity to 
palpation. This pain was described as being sharp and 
throbbing in character. At other times she said it was 
a peculiar type of ache. During the attacks she paced 
the floor with pain, and on one occasion, because of its 
intensity, she became hysterical. 

Her general physical and neurologic examinations were 
essentially negative, and especially there was no flushing 
of the face, nor any alteration in the size of the pupil 
during the severe attacks. Her blood pressure was 
130/80; pulse rate 76; Wassermann was negative; and 
urinalysis negative. When seen in one of: the attacks it 
was found that she was excessively tender over the left 
carotid sheath. Flicking the artery in the manner 
previously described accentuated her pain. She was seen 
on three separate occasions in an acute attack of pain, 
and on each occasion a novocain periarterial block was 
successful in bringing about immediate relief. 

On November 10, 1949, the usual type of peri- 
arterial sympathectomy was done and this has resulted 
in complete relief from pain. On May 11 she stated 
that there had been no recurrence and that there was 
no dryness of her nose or other sequela. She was free 
from all types of distress in her face and head. 


CASE 6 


On May 9, 1950, Mrs. T.C., a French-Canadian 
housewife, married ten years, no pregnancies, was re- 
ferred because of pain in the left side of her head and 


neck, She stated that she had been free from head 
pain until one year previously. Since then she had 
recurrent attacks which at the onset came about once a 
month and lasted twenty to thirty minutes, but re- 
cently had recurred every two or three days and lasted 
one to two days. She was more apt to suffer from it 
in cold and damp weather. The pain was described 
as a severe prickling sensation involving the lower 
jaw, the malar prominence, the side of the nose, the 
frontal region, and the temporoparietal and occipital 
area. It did not involve the back of the neck. It was 
most severe immediately behind the ear and over the 
mastoid process. 

This patient weighed 204 lb., was 5 ft. 6 inches in 
height; blood pressure 104/100; . hemoglobin 83%; 
Wassermann negative; urinalysis entirely negative; 
and pulse rate 88. Her neurologic examination was 
negative. Tenderness was present over the carotid 
vessels in the left, and flicking caused pain to be re- 
ferred upward into the jaws and head, into the area 
in which she ordinarily experienced her distress. She 
was seen during an attack of pain, and a periarterial 
novocain infiltration with 1% solution gave immediate 
relief. 

On May 15, 1950, a periarterial sympathectomy was 
done in the manner described. On June 8 she stated 
that her severe pain had not recurred. She was com- 
fortable excepting for distress in the region of the 
wound, where there was a good deal of swelling. There 
was no oversecretion or dryness of her nasal mucous 
membrane. 

CASE 7 

Mrs. H.G., 48 years old had had recurrent pain over 
the right side of her head for twenty years. In the 
interval between attacks a distressing tightening feel- 
ing had been constantly present. 

The attacks started in the right occipital region at a 
point approximately midway between the mastoid and 
the great occipital nerve. It then extended forward 
to a point just above the external auditory meatus, 
across the malar prominence to involve the right side 
of the nose, then upward over the right frontal region, , 
and back to the frontoparietal region. It became most 
severe at a point approximately 14%” above the helix 
of the ear, and was described as a severe tightening, 
throbbing, hot and gnawing distress. It never involved 
the lower or upper jaws. 

Associated with the severe pain which lasted from 
an hour to a whole day, the vision became clouded. 
She stated that the lights dimmed and she had a sense 
of numbness in various parts of her body. The change 
in vision occasionally occurred very suddenly and when 
the attack ended the vision returned to normal, She 
had a high degree of astigmatism, but otherwise her 
vision was normal. Associated with the pain and 
altered vision the right side of her nose became con- 
gested so that she was unable to breathe freely. 

Upon examination tenderness was present over the 
carotid artery in the left side of her neck. Neurologic 
and general examinations were otherwise negative. 

On one occasion she was seen with a severe shooting 
pain just anterior to the left ear approximately over 
the superficial temporal artery. This was the first oc- 
casion on which she had had pain on the left side. A 
periarterial carotid novocain block on the left side 
stopped the pain immediately and she has not had a 
recurrence on the left side. 

On two successive occasions at an interval of a 
week, the pain on the right side was completely re- 
lieved by a periarterial novocain block. Approximately 
one week later she was seen with a similar type of 
pain, associated with the dimness of vision and partial 
nasal obstruction on the right side. On this occasion 
the periarterial block did not relieve the distress in 
the crown of her head, though she did have complete 
relief in the occipital region. On this occasion also 
difficulty in swallowing after the injection was trouble- 
some, and produced apprehension. Tenderness also 
persisted over the superficial temporal artery. A super- 
ficial temporal periarterial novocain injection was then 
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done. Following this she experienced relief from pain 
in her head and within a few minutes stated that her 
vision had returned to normal and that she was able 
to breathe freely through the right side of her nose. 
It was concluded that the periarterial carotid infiltra- 
tion had not been accurately done. 

On June 5, 1950, under local anesthetic the common 
carotid artery was exposed at its bifurcation. Tugging 
the artery reproduced her pain. Faradic current ap- 
plied to the common earotid artery also reproduced 
the pain, as also did faradic current stimulation of the 
internal carotid. Similar stimulation of the external 
carotid did not produce as much pain as stimulation 
of the internal. She was then anesthetized with 
pentothal and the. usual periarterial sympathectomy 
done. Since operation she has been free from pain and 
has not complained of blurring of vision. Her nervous 
condition has been unchanged. 


In 1939, a sympathectomy was done on a 22-year- 
old-nurse. Complete relief from pain followed the 
operation, but since I have not been able to trace her 
for follow-up, her case report is not included in greater 
detail. One other patient, a 34 year old woman, was 
operated on in 1939. She received no benefit. Her case 
was the second investigated and I was not familiar 
with the syndrome. Review of her problem revealed 
that she did not fit into this group, and further, that 
her desire for help probably caused her to improperly 
evaluate the effect of the diagnostic periarterial novo- 
cain bloc. 


Periarterial sympathetic block is best done by 
having the patient postured with a small pillow 
under the neck, the head being turned slightly 
(15 to 20 degrees) away from the side to be in- 
jected. The carotid artery is then palpated and 
a wheal raised over it at approximately the level 
of the most prominent part of the thyroid 
cartilage. A 22 gauge 214” needle is then used 
to deliver the novocain to the periarterial posi- 
tion. Aspiration must be attempted before any 
injection is made, to insure that novoeain is not 
injected intravenously or intra-arterially. Ten 
to fifteen e.c. of a 1% solution are usually re- 
quired. The patient occasionally volunteers the 
information that the pain has been relieved be- 
fore the needle has been removed. 


COMMENT 


The similarity in symptomatology and locali- 
zation of distress in these cases is at once seen. 
However, it is emphasized that the periarterial 
novocain test must be utilized in the selection of 
cases for operation if one is to avoid disappoint- 
ing results. 

In 1945, Rowbottom' reported seven cases in 
which a periarterial sympathectomy had been 
done for atypical head pain. His results were 
not consistent because of lack of a method of 
selection. He also sectioned the sympathetic 
chain. In the series of cases recorded this has 
proved to be unnecessary for symptomatic relief. 

It is my opinion that the secret of success in 
dealing with this group of patients is in their 
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eareful selection, and further that until we are 
better acquainted with the syndrome it is only 
possible to make this selection by the use of a 
periarterial novocain block. Since using this 
method of selection I have seen many patients 
who at first appeared to fit into this particular 
group, but their failure to secure relief from 
novocain periarterial carotid injection proved 
that this was not so. Since failure in the one 


ease in 1939 no patient has been operated on 
who has not been improved or cured. 


CONCLUSIONS 

1, The histories of seven patients having a 
similar type of head and face pain are recorded. 

2. A method of novoeain periarterial injection 
is described for use in selection and classification. 

3. A method of periarterial sympathectomy is 
deseribed which has relieved pain in the cases 
recorded. 

4. Sequele are recorded in their follow-up 
study. 
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TRAUMATIC RUPTURE OF THE LOWER 
TRACHEA WITH STENOSIS* 


G. Arnold Henry, M.D. 
Toronto, Ont. 


"TRAUMATIC rupture of the lower trachea is 

not common. It usually occurs following a 
crushing chest injury, but may be due to sud- 
den tracheal strain. | 

A patient who suffered such an injury has 
been under my care for the past three years. 
Those of us associated with this case experi- 
enced considerable difficulty, both with the 
diagnosis and later treatment. The purpose of 
this paper is to report this case and review the 
literature pertaining to the subject. 

In this discussion, we shall define the lower 
trachea as that part beginning with the lower 
one or two cervical centimetres and continuing 
through the thoracic cavity to the carina. It 
will be evident that the treatment and, to some 
extent, the diagnosis of traumatic rupture in 
this area will be quite different to that in the 
upper trachea. 


* Presented to the Canadian Otolaryngological Society, 
Digby, Nova Scotia, June, 1950. 
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CASE REPORT 


F.S., male, aged 17, was admitted to St. Michael’s 
Hospital, Toronto, on April 26, 1947. An hour or two 
earlier, while tending two huge paper rollers, his hand, 
then his arm and left shoulder, were caught and drawn 
in between the rollers. He was released, unconscious, by 
his fellow workers after he had been-pulled up into the 
air. 

On admission, he was in shock, had some shortness 
of breath, and interstitial emphysema was present over 
his neck and over the left upper chest. Indrawing in the 
lower intercostal spaces and over the left pericardial 
area occurred on inspiration. Occasionally, he coughed 
up a little blood. There was some evidence of bruising 
over his left upper chest and shoulder, but no evidenes 
clinically of broken bones or localizing lung injury. In- 
direct laryngeal examination showed a paralyzed left 
vocal cord but no evidence of glottic swelling or damage 
to the upper two or three tracheal rings. Portable x-rays 
were taken, in which a small pneumothorax was noted 
in the upper part of the left chest, but evidence of a 
fracture of the bony thorax was not seen. 

Two days later, on April 28, the patient showed con- 
siderable improvement. The surgical emphysema had 
subsided somewhat, and he was not so short of breath. 
The trachea was noted to be shifted slightly to the left. 
X-rays taken showed the pneumothorax previously noted 
in the left upper chest and suggested fluid in the left 
chest. On May 2, the patient was up and about, and 
was almost clinically well. There was full movement of 
the vocal cords. X-rays taken showed a marked improve- 
ment. However, there was still a small zone of paren- 
chymatous reaction opposite the left fourth and fifth 
ribs anteriorly. It contained a central highlight, prob- 
ably an abscess cavity. 

On May 11, the patient began to show some dyspnea. 
This gradually ingreased over the next three days. Both 
sides of the chest were hyper-resonant. Feeling that 
this might be caused by a tension pneumothorax, an 
attempt was made to withdraw air. About 250 ¢.c. were 
withdrawn from the left chest on the afternoon of May 
13. This gave temporary relief—then the dyspnea in- 
creased in severity. Radiographs were again taken. 

About 8 p.m., in a sudden turn for the worse, the pa- 
tient, even with the aid of an oxygen mask, was conscious 
only at times. Inspiratory indrawing was present bi- 
laterally in the upper intercostal spaces. Dr. Adrian 
Anglin, who had seen the recent films and examined the 
chest, reported that the patient suffered from a gross 
bilateral emphysema of the type seen in early foreign 
body reaction where air is trapped in the lung in the 
inspiratory phase. He felt that, because of the sym- 
metrical disturbances of mechanics in the chest, the ob- 
struction must be tracheal. 

The patient, obviously, was in very poor condition and 
could last but a short time under conditions present. 
Now, however, we felt that we had some indication of 
the likely site of his obstruction. 


The patient was taken to the operating room, the 
oxygen mask removed, and the bronchoscope quickly 
passed. To our surprise, the trachea was found to be 
torn, starting about one and one-half inches above the 
carina. Around the tear was a collar of granulation 
tissue, which was causing the obstruction. The broncho- 
scope was passed through this, and the patient regained 
consciousness. With the bronchoscope in situ, the lowest 
possible tracheotomy was now performed. A medium- 
sized anesthetist ’s rubber intratracheal catheter was then 
inserted through the obstructed area as the bronchoscope 
was removed. 


Constant attention on the part of special nurses, the 
house surgeons and myself, was required over the next 
few days to maintain an airway by suction through the 
tube. We were harassed continuously by thick secre- 
tions and crusting which necessitated changing tubes two 
or three times daily. In order to get beyond the injured 
area, the tube was frequently in the right or left main 
bronchus. Often the bronchoscope had to be passed to 
remove crusts and thick secretions blocking the trachea 
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or main bronchi. Two long, walking-stick type of trache- 
otomy tubes were obtained. They were not entirely 
satisfactory because they tended to ride the carina, 
causing further crusting and irritation. 

About May 25, the injured tracheal area began to 
show definite signs of stenosis. Bits of cartilage from 
three or four of the tracheal rings began to extrude 
themselves into the trachea, requiring bronchoscopic re- 
moval. The stenosis continued to the point where we 
feared for our airway and, on June 2, we consulted the 
chest surgeons. They were willing, if necessary, to con- 
sider a direct attack on the trachea through the chest 
wall, but advised continuing present therapy if at all 
possible. Fortunately, at this time, some plastic and 
metal tubes which were being made for us became 
available and greatly facilitated our task. The plastic 
tubes were rather thick-walled and tended to fracture 
in the presence of alcohol, so we discarded them. Dilata- 
tion of the stenosed area was being carried out on 
alternate days with metal dilators through the trache- 
otomy wound. 

In late August and early September, four months 
after the injury, the tracheal wall was fairly well lined 
with mucous membrane and the stenosis had largely dis- 
appeared. There was, however, an area about one inch 
long ending about one-half inch proximal to the carina 
where, through loss of the cartilage rings, the trachea 
tended to collapse on inspiration. On October 7, the pa- 
tient, now being able to change his own tube, was dis- 
charged. 

Occasionally, during the next six months, and once 
more recently, when the patient suffered from a 
tracheitis, he was unable to insert his extra tube. At 
such times, I was notified and met the patient in the 
operating room. The bronchoscope was passed and the 
tube inserted. On one or two of these earlier episodes, 
the tube was re-inserted just in time. It is now over 
three years since the accident occurred. During this time, 
for the reasons mentioned, the patient has had over 
thirty bronchoscopic procedures. He has been back at 
work for nearly a year, has put on weight, can play 
tennis, and looks and feels well. His trachea admits a 
9 mm. bronchoscope. The fibrous area bereft of carti- 
lage is fairly firm, but not to a degree that he may be 
decannulated. The injured area is completely epi- 
thelialized. 

He has a rather odd, ventriloquist’s type of voice. We 
would like to use the Tucker type of speaking tube, but 
when his tube is corked he is unable to breathe around 
the tube. At present, he occasionally uses a tube with 
an opening in its upper curvature, which gives him a 
normal voice but with some disadvantages. 

We are looking forward anxiously either to the time 
when the injured tracheal wall will become firm, or to the 
day when the present experimental surgery reaches a 
point where we may feel justified in recommending such 
a procedure. ; 


In 1922, Zeuch? reported from the literature 
up to that time 53 cases of subcutaneous rupture 
of the trachea. Eight of these appeared to occur 
in the lower trachea. All but one were the result 
of crushing injuries. Four of these occurred at, 
or just above, the level of the sternum—two 
lived. One occurred about two inches above the 
bifureation and died. Three occurred at the 
bifureation. The one living was reported by 
Neuber but details were not available. 

Nixon? reported a case of spontaneous rupture 
of the trachea with gross surgical emphysema 
from chin to manubrium and_ considerable 
dyspnea. The dyspncea was relieved when the 
skin spontaneously ruptured in three places. 
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Bronchoseopie examination could not locate the 
site of the rupture because of hemorrhage. On 
direct operative examination, the rupture was 
not found in the cervical trachea but blood 
could be seen welling up from behind the 
sternum. It was assumed that the rupture was 


in the thoracic cavity. A tracheotomy was done, 
the emphysema subsided, and the patient lived. 


Nach and Rothman‘ in a very comprehensive 
article discussed injuries to the larynx and 
trachea. Fourteen cases were of the laceration 


type, three sustained subcutaneous rupture of: 


the trachea. All of these injuries were in the 
upper trachea. 

Etiology.—Traumatie rupture of the lower 
trachea is usually the result of direct trauma 
such as a crushing injury. It may be due, how- 
ever, to indirect violence, as reported by Nixon. 
Zeuch lists three such cases occurring in the 
neck. One factor which makes this possible 
is the mobility of the neck, upon which is 
mounted a top-heavy pendulous head. Another 
predisposing cause is that, in times of stress, 
a natural physiological reflex is to hold the 
breath by closure of the glottis. This is often 
preceded by a rapid inspiration. With this in- 
crease in intratracheal pressure, direct or in- 
direct trauma may cause a rupture of the 
trachea. 


Pathology—tThe pathological condition will 
vary with the nature and degree of the trauma. 
With crushing injuries, one may expect injury 
to the chest well, ribs, sternum, pleura and 
lungs. There may be associated injuries to the 
cesophagus, recurrent nerves and great vessels. 
Varying portions of the trachea may be injured 
by shot and shell. If complete division of the 
trachea occurs, retraction of the ends usually 
follows. 


Subeutaneous rupture occurring without a 
crushing blow may cause only tracheal injury. 
Tracheal injury may occur between the rings. 
Fracture of the rings may be transverse, 
oblique or vertical. Submucoidal hemorrhage 
or edema may occur without rupture of the 
rings. 


Death may occur before adequate surgical 
treatment can be rendered, due to the severity 
of the crushing injury, or by drowning in blood, 
as reported by Taylor.* It may occur later 
due to secondary infection or obstruction of 
the trachea by blood, edema or stenosis. 
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Diagnosis.—Where there is an external wound 
in the lower neck or sternal area, with blood 
and froth appearing, the diagnosis will be ap- 
parent. In the subcutaneous type, where there 
is a history of direct or indirect trauma, inter- 
stitial emphysema, dyspnoea and the expectora- 
tion of bloody mucoid material will be the 
cardinal signs. They may be associated with 
cough, pain and dysphagia. When the dyspnea 
becomes severe, there will be bilateral inspira- 
tory indrawing in the upper intercostal spaces, 
together with bilateral obstructive emphysema, 
clinically and radiologieally. In  erushing 
injuries, the accompanying shock, hemorrhage 
and other symptoms, may further complicate 
the picture. It should be noted that these signs 
may oecur at once, or many days later. 


TREATMENT 


There is not sufficient accumulated experi- 
ence for one to be dogmatie in the method of 
treatment of traumatic rupture of the lower 
trachea. Obviously, the primary concern is the 
establishment and maintenance of a satisfactory 
airway. Where there is no loss of tracheal 
cartilage and stenosis is minimal, decannula- 
tion may be possible at an early stage. No 
doubt, cases of tracheal rupture have occurred, 
which have died without benefit of diagnosis 
or treatment. 


Where fracture of the tracheal rings occurs 
with severe obstruction, loss of cartilage seems 
likely to occur either spontaneously or as a 
result of the irritation caused by efforts at 
intubation. Stenosis will almost certainly fol- 
low. In such an unusual injury, it is likely 
that there will be a time interval before suitable 
tubes will be made available. Familiarity with 
the difficulties should, of course, shorten this 
period of trial and error. 

Cummings,® Negus,° Erich,’ and others have 
reported on the treatment of stenosis of the 
larynx and upper trachea. These men used 
moulds of various materials and obtained a satis- 
factory lumen. Some of these writers found 
the use of skin grafts beneficial. Erich did this 
work in three stages—(1) removal of the 
cicatrix ; (2) mechanical prevention of a tend- 
ency to narrowing of the lumen by an acrylic 
obturator; (3) plastic closure of the external 
tracheal opening. Erich makes the point, how- 
ever, that this treatment can be executed suc- 
cessfully only when the tracheotomy opening is 
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situated at least one or two centimetres below 
the stricture. 


Longmire’ reports the case of a ten year old 
boy who, two years previously, had suffered 
an evulsion of the cervical trachea when struck 
by an automobile car handle. The trachea, ap- 
parently, had been removed from the lower 
border of the larynx to the suprasternal notch. 
They were unable to mobilize the trachea suf- 
ficiently to close the gap, so they decided to 
bridge the area with a lucite tube. Four and 
one-half months later, the tube was surrounded 
by a dense, rigid tissue and lined with epi- 
thelium. At ten and one-half months, however, 
this tube was not sufficiently strong to remove 
the lucite tube. Longmire noted that Daniel, in 
experimental work on dogs, had bridged defects 
by metal and glass. In certain of his animals, 
cartilaginous rings were formed. around the 
tube. These seemed to develop from the fibro- 
blasts which invaded the newly-formed granu- 
lation tissue. Taffel,®? writing on repair of 
tracheal and bronchial defects, found fascial 
grafts acted as a temporary scaffolding which 
was replaced by wandering cells and fibro- 
blasts. The new structure became lined by 
pseudo-stratified, ciliated epithelium and had 
an outer layer of connective tissue. A sub- 
mucosa was present containing occasional 
glands and a few small islands of cartilage. 
The islands of cartilage, however, he states, 
with a few notable exceptions, appeared to 
take little part in filling the defect. 

Clagett, Grindlay and Moersch have reported 
some excellent experimental work in the 
closure of tracheal defects in dogs. They made 
use of polythene tubes. This material, like its 
less polymerized natural paraffin, does not 
tend to be wetted by water and secretions, so 
is not readily blocked by tracheal secretions. 
They deseribed a method of insertion and 
anchorage of these tubes after removal of a 
determined part of the trachea so that the 
divided tracheal ends are firmly joined together 
over the tube. They found they could remove 
successfully up to one-fourth the length of the 
trachea if the ends were approximated. It was 
noted that the polythene tube must be nearly 
the exact size of the tracheal lumen. Tubes 
too large caused absorption of the cartilage 
rings. If they were too small, they became 
loose with the danger of obstruction of the air- 
way. Some dogs were left with a gap between 
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the tracheal ends to see if cartilage grew in the 
connective tissue. They found no evidence of 
cartilage rings re-forming. 

In a further article, they stated that, if the 
tracheal ends were brought together over tubes 
of the right diameter, enough of the rings of 
cartilage may remain to prevent collapse when 
the tube is removed. If the ends of the trachea 
cannot be approximated and the gap has to be 
bridged by fibrous tissue, collapse of the fibrous 
portion of the trachea will occur when the tube 
is removed. 

Hodes, Johnson and Atkins,’* in their paper 
on traumatic bronchial rupture with occlusion, 
feel that, had the bronchial tears been recognized 
early, stenosis and occlusion might have been 
prevented by successive bronchial dilatations 
and bronchial aspirations. 

Complicating chest injuries and shock diseour- 
age early bronchoscopic examination. Yet it 
would seem likely, however, that some of these 
injuries are allowed to die undiagnosed. With 
the present status of bronchoseopy, it would 
seem reasonable to investigate chest injuries 
showing signs of tracheal or bronchial rupture, 
so that we may determine the site of the obstruc- 
tion and instigate early treatment. 


CoNCLUSIONS 


Traumatic rupture of the lower trachea may 
oceur as the result of a severe chest injury or, 
indirectly, because of a sudden tracheal strain. 

Evidence of such an injury will be manifested 
by sudden shock, dyspnea, interstitial emphy- 
sema over the neck and chest, and the expectora- 
tion of blood. 

Localization of the site of the injury in the 
respiratory tree may be difficult because of pneu- 
mothorax and other complicating injuries. 
Severe tracheal obstruction itself may not occur 
for some time after the accident. Tracheal ob- 
struction will become apparent when the clinical 
and radiological findings show a symmetrical 
disturbance of the mechanics of the chest. This 
will be evidenced by bilateral indrawing in the 
intercostal spaces and bilateral obstructive 
emphysema. 

Bronchoseopiec examination should be made 
early to determine the site of the injury. This 


will be followed in most instances by a low 
tracheotomy and the use of suitable tubes to 
maintain an airway. 

Stenosis may be kept in check by the use of 
as large a tracheotomy tube as possible, bron- 
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choseopie dilatations, and the passage of tracheal 
dilators through the tracheotomy wound. 
Where the loss of tracheal rings occurs, the 
treatment is still obscure. Since it would appear 
that the remaining fibrous channel is unlikely 
to form a safe airway, we must hope that experi- 
mental surgery will, in the near future, offer a 
reasonable chance in such an injury, 
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NEUROPSYCHIATRIC SEQUELAE OF 
CARDIAC ARREST DURING SPINAL 
AN ZESTHESIA* 


One Year Follow-up of a Case 


V. A. Kral, M.D. 
Verdun Protestant Hospital, Montreal, Que. 


ERVOUS complications with spinal anes- 
thesia are reported as very rare. Nicholson 

and Eversole’ in 1946 listed only 5 eases of 
neurological complications among 21,000 spinal 
anesthesias performed with tetracaine hydro- 
chloride (pontocaine) at the Lahey Clinic since 
1934. In 3 eases lesions of the cauda equina 
type developed, but 2 of them were later found 
to have cerebrospinal fluid block from metastatic 
carcinoma. Two patients developed a peroneal 
neuropathy with footdrop. Six additional cases 
whom these authors saw in consultation or who 
were reported to them by other surgeons also 
showed symptoms of damage of the spinal cord 
or cauda equina. Hebert, Tetirick and Ziemba? 
failed to find any neurological complications 
among 5,763 spinal anesthesias. Thorsén® in 
his extensive study reported on 2,493 spinal 
anesthesias and found the occurrence of menin- 
gitis in a proportion of 1:800 and medullary 
complications comprising lesions of the spinal 
cord, cauda equina and nerve roots in a propor- 
tion of 1:200. The occurrence and importance 


* Read before the Psychiatric Section of the Montreal 
Medico-Chirurgical Society, April 13, 1950. 


CARDIAC ARREST 


& Laryng., 49:° 


Canad. M.A. J. 
Feb. 1951, vol. 64 


of cauda equina lesions following spinal anes- 
thesia as late complications was furthermore 
stressed by Foster Kennedy* who pointed out 
that the patient frequently is unaware of the 
connection between his nervous symptoms and 
the previous spinal anesthesia. 


Besides these nervous complications due to the 
direct action of the spinal anesthetic on the 
nervous tissue of the lower spinal cord, the nerve 
roots and meninges there exists another group 
of cases where the nervous complications are due 


- to circulatory failure occurring during the spinal 


anesthesia and where the symptoms of spinal 
cord damage are either absent or transitory. 
Cases of this kind have been reported by several 
authors. Dick® describes 4 cases with cardiac 
arrest under spinal anesthesia, 2 of whom died. 
Thorsén® mentions 1 case with fatal outcome. 
Howkins, MeLaughlin and Daniel® report in 
detail on the clinical symptoms and pathological 
findings in a case who survived the cardiac 
arrest for 26 days. Lahey and Ruzicka’ in their 
paper on cardiac arrest mention 6 cases where 
cardiae arrest occurred under spinal anesthesia, 
Four of them died at intervals ranging from 10 
hours to 5 days after the cardiac arrest. 


In this paper a further case will be added 
to those already reported in the literature. It 
was possible to observe the patient over a period 
of more than a year after the cardiac arrest 
occurred, and a detailed neuropsychiatric fol- 
low-up could be performed, whereas the longest 
observation period so far reported was 26 days 
in the case of Howkins and associates. 


The patient was an 18 year old boy who had always 
been healthy and of average intelligence. He attended 
high school, Grade 8 and later on worked at an airport 
in the luggage room. On April 16, 1949, he had a right 
inguinal herniorrhaphy under spinal anesthesia. He re- 
ceived 0.14 mgm. pontocaine in 2.00 c¢.c. glucose and 
during the operation an intravenous injection of demerol 
equivalent to 1/6 grain of morphine. During closure 
of the wound half an hour after the commencement of 
the operation the anesthetist noticed that the blood pres- 
sure dropped to zero, the heart having stopped. It 
failed to respond to stimulants and immediate resuscita- 
tion was imperative. The thorax was opened in the left 
5th interspace, the hand introduced into the thorax and 
the heart massaged: 1 mgm. procaine was injected. 
Under this stimulation the heart rapidly recovered and 
continued to beat. The cardiac arrest lasted about 
4% minutes. An electrocardiogram was taken at the 
time, when the heart beat started, and again before the 
patient left the operating theatre and registered a normal 
heart beat. 

The patient had not recovered consciousness when he 
was removed to his room. The state of unconsciousness 
lasted for about 2 days. The temperature was 102°, 
breathing irregular, pulse accelerated. The patient was 
in a state of decerebrate rigidity but the pupils reacted 
to light. Babinski’s sign was positive bilaterally. After 
2 days the patient became semicomatose and was able to 
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see and follow objects with his eyes. He also reacted 
to painful stimuli but was unable to speak. He had to 
be tubefed and was completely incontinent, During the 
following days he stayed semicomatose and was restless 
at night. The extremities were rigid, the arms flexed, 
the legs in extension. He had many attacks of complete 
decerebrate rigidity and was treated with luminal. 

At the end of April the seizures subsided and in the 
first days of May the patient became brighter. He 
began to respond to commands and could move his arms 
and legs voluntarily. In June he was able to walk with 
assistance and to speak a few words in a slurred speech. 
Later he even started to read simple words. But during 
all this time he had to be fed, was incontinent, and was 
restless at night. 

On July 6, 12 weeks after the accident, he was trans- 
ferred to the Verdun Protestant Hospital. On admission 
he was found conscious. The sensorium was clear. He 
showed no spontaneity whatsoever. He lay quietly in 
bed most of the time but was restless during the second 
half of the night. He was incontinent and had to be 
dressed and fed. It was very difficult to keep his atten- 
tion as he lost interest very soon, tired readily and was 
easily distracted by environmental stimuli. His concen- 
tration was very poor. He replied only to direct question- 
ing and showed considerable perseveration. His memory 
was poor both for remote and recent events. He was 
unable to recall three objects after 1 minute but could 
repeat 7 digits forward and 3 backward. There was 
complete amnesia for the operation and the following 
period. He was disoriented in all 3 fields and showed 
a tendency to simple confabulation. His judgment was 
poor, abstract thinking impaired. He was able to read 
simple words and short sentences, but had the greatest 
difficulties in writing and drawing. Even the simplest 
arithmetic could not be performed. His emotionality 
was characterized by a flat euphoria. There was no 
evidence of hallucinations or delusions. 

Psychological examination at that time showed an 
I.Q. of 45 (Wechsler-Bellevue). In the Rorschach test 
the range of responses was narrowed ,the form level was 
poor, he was not able to locate his responses. There was 
a marked tendency to emotional deterioration as ex- 
pressed in a high number of colour naming. There also 
were some bizarre responses, perseveration and verbi- 
geration. 

Physical examination showed nothing abnormal. The 
neurological findings on the other hand were grossly 
pathological. The picture was dominated by hyper- 
kinetic movements of extrapyramidal type: Athetotic 
movements of arms, hands and fingers, gross tremor of 
hands and fingers. Torsions of the neck and trunk oc- 
eurred in walking. The muscle tone was changing, oc- 
easionally a cogwheel phenomenon could be elicited on 
both upper and lower extremities. There also was a 
mask-like face. 

The second outstanding neurological syndrome was a 
marked cerebellar gait, a positive asynergic Romberg, 
hypermetria in movements of both upper and lower 
extremities and a cerebellar asynergy in getting up from 
the horizontal and sitting position. A third group of 
neurological symptoms consisted of marked atrophy of 
the shoulder and small hand muscles on both upper 
extremities. The reflexes on the upper extremities were 
hypoactive, more on the right side where the atrophy 
was also more pronounced. The knee and ankle jerks 
were grossly normal but there was a positive Babinski 
on the right and fanning bilaterally. 

It seems noteworthy that the other routine neuro- 
logical findings were normal. 

The electroencephalogram at that time showed a low 
voltage record throughout with some rapid activity. 
Laboratory findings were negative. 


To increase intracranial blood supply through vaso- 
dilatation (Lehmann’) the patient was put on nicotinic 
acid 200 mgm. 3 times a day and a systematic education 
was initiated by the members of the medical and nursing 
staff and the occupational therapists. In the following 
months considerable improvement took place both in the 
neurological and in the psychiatric field. But whereas 
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the neurological symptoms improved steadily and without 
any interruption this was not the case with the psychi- 
atric signs. 

The first to improve completely was the sleep-rhythm. 
The restlessness which the patient showed during the 
second half of the night disappeared and normal sleep- 
rhythm was established in October. Improvement of 
the extrapyramidal hyperkinesis was first noted in 
August. At the end of October the tremor, athetoid 
movements and torsions of the neck and body had dis- 
appeared completely. However, some akinetic symptoms 
became clearer at that time: the mask-like face, lack of 
synkinesis of the arms in walking and a bent and slightly 
scoliotic posture of the body. These symptoms subsided 
at the end of December. The only remaining sign of the 
previous extrapyramidal syndrome is a slight athetotic 
posture of the hands and fingers. 

Improvement of the atrophy of the shoulder and hand- 
muscles was first noted in September and continued 
steadily. At the end of February, 1950, there was only a 
trace of atrophy in the right thenar muscles which has 
disappeared in the meantime. The reflexes of the upper 
extremities became physiological again and a normal 
plantar response was found since December. 

The improvement of the cerebellar signs started later 
than with the extrapyramidal and spinal syndrome. How- 
ever, the asynergia, cerebellar ataxia and hypermetria 
had disappeared in December, 1949. But the gait is still 
not completely normal. The patient walks on a broad 
base and has occasionally difficulties in keeping his 
balance. This and the athetotic posture of the hand 
and fingers are the only neurological signs to be found 
at the present time. 

In the first four months of our observation, ¢.¢e., from 
July until October, 1949, remarkable improvement oc- 
curred also in his mental condition. His behaviour 
changed, he became clean in his habits, learned to eat 
by himself and to help dress himself. He became more 
active and even curious in some ways. He learned to 
walk without assistance and occasionally visited other 
patients and the neighbouring office. But he did not 
speak spontaneously and answered questions only by: 
simple sentences. Whereas the memory defect remained 
unchanged the tendency to confabulation became more 
pronounced. Considerable improvement was to be noted 
in his reading. Writing and drawing, however, improved 
only slightly. The Rorschach test at that time (October 
2) showed better control; less impulsivity. Fewer signs 
of emotional deterioration were noted. Stereotypy was 
diminished and the output more in the range of his 
capacity. The I.Q. was 50. 


However, this improvement of our patient’s behaviour 
and intellectual capacities soon came to a standstill and 
since November, 1949, no significant change in the psychi- 
atrie picture has taken place. He sits around most of 
the time and does not show any interest. or initiative. 
He is not concerned about his future and does not even 
ask about his discharge from the hospital. When at 
home for weekend visits he behaves well and does not 
oppose his return to hospital. His horizon is narrow 
and centred only around his meals. The range of 
active attention is very small, he is easily distracted and 
fatigued. He answers questions in a simple manner with 
considerable perseveration. His memory is very poor 
both for remote and recent events, the tendency to simple 
and silly confabulation is unchanged. He is disoriented 
in all three fields. His judgment is very poor. Although 
able to read he does not use this capacity. He has con- 
siderable difficulties in writing and drawing and cannot 
perform any arithmetic. His flat euphoria is not 
disturbed by any frustration. 


This arrest of the psychic restitution is reflected in 
the psychological investigation. The I.Q. varies between 
40 and 50. In the Rorschach test the level of integration 
is poor. Organic signs such as perseveration and auto- 
matic phrasing are prominent and there is severe 
emotional confusion. The electroencephalogram which was 
recorded several times during our observation did not 
show any appreciable change since the first electro- 
encephalogram was taken in July, 1949. 
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DISCUSSION 

Our ease shows the slow and imperfect re- 
covery of cerebral functions after a general 
brain damage by stagnation anoxia. Immedi- 
ately after the circulatory arrest was terminated 
by heart massage and procaine injection a state 
of decerebrate rigidity developed which lasted 
for 48 hours and was followed by a state of 
decortication as described by Fulton.® This de- 
corticate state, frequently interrupted by attacks 
of complete decerebration lasted for about 4 
weeks. 
nite signs of cortical function became manifest. 
However, at the time of admission to the Verdun 
Protestant Hospital, 3 months after the cardiac 
arrest occurred there were signs pointing to in- 
volvement of the basal ganglia, the cerebellum 
and the cervieal part of the spinal cord. There 
was also damage of the pyramidal tract and the 
sleep regulating apparatus in the diencephalon. 
Severe cortical damage was reflected in the 
psychiatric symptoms. In the following months 
the signs referable to the damage of the spinal 
eord and the lower parts of the brain improved 
steadily and eventually subsided completely. 
The symptoms indicating cortical damage, on the 


other hand, showed improvement only during 


the first four months of our observation. Since 
then they stayed practically unchanged at the 
stage they had reached 7 months after the circu- 
latory arrest occurred. 

Decerebrate rigidity following cardiac arrest 
with spinal anesthesia has been observed by 
several authors, Dick,® Bodechtel,'® Lahey and 
Ruzicka,? Howkins et al. However, this phe- 
nomenon was also found following cardiac arrest 
in general anesthesia, as in the case of Loken, 
Haymaker and Paulson.’t Moreover decerebrate 
rigidity has been observed by Strauss’? and Kral 
and Gamper? in eases resuscitated from strangu- 
lation. It therefore seems safe to assume that 
decerebrate rigidity develops with complete stag- 
nation anoxia of the brain as soon as the vital 
oblongata functions are restored, which ap- 
parently depends on the duration of the anoxia. 

Many patients die in the decerebrate or de- 
corticate state after various periods of time, 
ranging from several minutes to several days. 
Although the material published so far is too 
small for statistical evaluation, the survey of the 
literature leads to the impression that cireu- 
latory arrest of more than 5 minutes’ duration 
seems not compatible with survival of the de- 
cerebrate state. 


CARDIAC ARREST 


In the second month of the illness defi- , 
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With shorter duration of the circulatory arrest 
further restoration of cerebral function may 
ensue. Again it depends on the duration of the 
anoxia how quick and how far this restitution 
will take place. Rossen, Kabat and Anderson™* 
found that circulatory arrest of 100 seconds is 
tolerated with complete recovery. Lahey and 
Ruzicka’ point out that 314 minutes is probably 
the time limit beyond which the patient is left 
with irreparable cerebral damage. Weinberger, 
Gibbon and Gibbon’ showed in their experiments 
with cats that circulatory arrest of 3 minutes 
and 10 seconds and less was not followed by any 
neurological sequelae whereas with longer dura- 
tion of circulatory arrest neurological symptoms 
and behaviour disorders occurred. Circulatory 
arrest of 6 minutes 7 seconds and more lead to 
the death of most of the animals. 

In our ease where the cardiac arrest lasted 
414 minutes the decerebrate and decorticate state 
subsided in about 4 weeks. Extrapyramidal, 
cerebellar and cortical symptoms became promi- 
nent. At the end of 7 months the extrapyra- 
midal and cerebellar symptoms had practically 
disappeared, whereas the cortical damage had 
only somewhat improved. Since then no further 
improvement was noted. 

It seems noteworthy that the cortical symp- 
toms are of a restricted nature. There are no 
symptoms referable to the postcentral gyrus, 
sensation and stereognosis are intact. No im- 
pairment of vision, hemianopia or constriction of 
the visual fields could be found nor was there 
any optic agnosia. Hearing and the inner speech 
is not impaired. There is no difficulty in right- 
left orientation nor finger agnosia. However, 
there is difficulty in writing and drawing. The 
psychiatrie symptoms especially the complete 
loss of initiative, the lack of interest in his own 
future, the gross impairment of attention seem 
referable mostly to the damage of the frontal 
cortex. Hebb and Penfield’® showed that bi- 
lateral removal of the anterior third of the 
frontal lobes need have no obvious psychologic 
effect. They point out, however, that ‘‘only in 
such features as learning in social situations, in 
adaptation to drastic environmental change and 
in initiative and in the ability to plan and 
organize one’s affairs may be found the impair- 
ment that must exist after large lesions of 
the frontal lobes. .”’ This restriction of the 
permanent cortical symptoms to the frontal lobes 
is in contrast to some other observations. The 
ease of Howkins ef al.° was blind and deaf. The 

















Canad. M.A. J. 
Feb. 1951, vol. 64 


KRAL: 


ease of Lampson, Schaeffer and Lincoln’? had 
astereognosis and severe impairment of vision. 
Impairment of the occipital lobes has been found 
in experimental animals exposed to circulatory 
arrest. 

The clinical course of our case and particu- 
larly the fact that the restitution of cerebral 
function stopped at the level of cortical damage 
whereas the symptoms referable to lower parts 
of the central nervous system practically disap- 
peared, is in good agreement with the anatomical 
findings in anoxic brain damage both in experi- 
mental animals and in man, The observations of 
Weinberger, Gibbon and Gibbon* on eats where 
the pulmonary artery has been clamped for 
various lengths of time showed damage of the 
central nervous system in the following order: 
eerebral cortex, particularly the III and IV 
cortical layers, Purkinje cells of the cerebellum, 
and basal ganglia. The lower brain stem and 
the spinal cord proved resistant to circulatory 
arrest compatible with survival of the animals, 
Morrison'® who exposed dogs and monkeys re- 
peatedly for short periods to low oxygen pres- 
sure found anatomical changes in the cortex, 
particularly the frontal lobes, the cerebellum 
and basal ganglia. 

A similar distribution of the anatomical 
changes was found with anoxic brain damage 
in human pathology, Titrud and Haymaker’® 
reported 3 cases of cerebral anoxia from high 
altitude asphyxiation. In 2 cases autopsies 
were performed and the lesions found in the 
cortex (especially Sommers sector) cerebellum 
and basal ganglia. Howkins e¢ al.° found in 
their case of cardiac arrest in spinal anesthesia 
with a survival period of 26 days moderate 
generalized ventricular dilatation with notable 
widening of the sulei and diminution of cortical 
thickness (0.25 mm.) in frontal regions. The 
great bulk of pyramidal cells of the cerebral 
cortex had vanished, the surviving cells showed 
various degrees of chromatolysis. Very severe 
damage was also found in the occipital and 
temporal regions. The brain stem nuclei were 
neither so extensively nor so _ irreparably 
damaged. Some changes were also found in the 
anterior horn cells of the spinal cord. Loken 
et al.1* found in their ease who survived a cardiac 
arrest for 30 days macroscopically minute 
hemorrhages in the deeper layers of the right 
superior frontal gyrus and the orbital regions 
of both frontal lobes. Microscopically not a 
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single section of the cerebral cortex was found 


intact. The most intensive changes (diffuse or 
patchy reduction of nerve cells, shrinkage and 
hyperchromatosis of neurons, glia prolifera- 
tion) were found in the ealearine regions. Simi- 
lar, but less severe lesions were also present in 
the thalamus, striate body, cerebellum and 
medial geniculate body. The globus pallidus 
and hypothalamus on the other hand were only 
slightly involved. 


The pathological observations just mentioned 
show therefore that in stagnation and in anoxie 
anoxia the cerebral cortex is the most vulner- 
able part of the brain subject to the most severe 
and extensive damage. The cerebellum, basal 
ganglia and the lower part of the brain stem 
are less vulnerable to anoxia. The anatomical 
changes found in these regions are less severe 
and are more easily reversible. 


Our patient was able to overcome completely 
the damage of the lower brain stem clinically 
expressed in the decerebrate rigidity. He 
furthermore was able to overcome at least 
clinically the damage of the basal ganglia and 
the cerebellum, but a considerable loss of corti- 
eal functions remains unchanged and there is 
no appreciable sign of further recovery. 


During the first six months following the 
accident the patient showed atrophy of the 
shoulder and small hand muscles. The same 
symptom was found in the case of Howkins 
et al. The anatomical basis in Howkins’ ease 
was anoxic changes of the anterior horn cells 
in the spinal cord. It seems therefore unlikely 
that the involvement of the anterior horn cells 
in our case was due to the direct action of the 
anesthetic on these cells. Moreover the experi- 
ments of Tureen?® have demonstrated that the 
anterior cells of the spinal cord are vulnerable 
by anoxia. These changes were capable of 
physiological and histological restitution even 
after an exposure to anoxia of 15 minutes’ 
duration. 


The question why the eardiae arrest occurred 
during the spinal anesthesia ‘cannot be 
answered. Hebert et al.? in their study on com- 
plications of spinal anesthesia listed sudden 
blood pressure fall with resulting cerebral 
hypoxia in 11.2% of their cases, in 4.2% of a 
decided degree. But the reasons why this blood 
pressure fall occurs are not clear and several 
different explanations have been given by 
various authors. The same authors found as 
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another complication ‘‘high spinal anesthesia’’ 
in 5.7% of their cases and state that death can 
occur in these cases from vaseular and respira- 
tory failure. There is furthermore the possi- 
bility of cardiae arrest due to a vagal reflex 
particularly with operations in the lower ab- 
dominal region. The clinical data available are 
not sufficient to confirm or to rule out any of 
these possibilities. 


SUMMARY 
The case of an 18-year old boy is presented 


who suffered a cardiac arrest for 444 minutes , 


during a spinal anesthesia. The results of a 
neuropsychiatric observation of one year’s 
duration are given and discussed in detail. 


This paper is published with the kind permission of 
Dr. George E. Reed, Medical Superintendent of the 
Verdun Protestant Hospital. 
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BRONCHOLITHIASIS AND 
BRONCHO-CESOPHAGEAL FISTULA* 


Honor M. Kidd, M.D. and 
E. Christopherson, M.D. 


Vancouver, B.C. 


HE following case report is presented as one 
of persistent pulmonary infection caused by 
two coexistent rare conditions. 


J.A.Y., aged 54, male. In April, 1946, the patient 
was seized with a sudden knife-like pain just to the 
right of the anterior mid chest, lasting one-half to one 
minute. It tended to radiate through to the back and 


*From the Department of Medicine, Shaughnessy 
Hospital, Department of Veterans’ Affairs. 
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was followed by a feeling of warmth, sweating and 
marked weakness. In the same week he developed an 
increasingly productive cough with purulent and blood- 
tinged sputum, and noted a dull central chest pain which 
varied in intensity and was aggravated by swallowing, 
but never entirely absent. Six weeks after the original 
symptoms, he was admitted with a temperature of 104°. 
There were no localizing signs in his chest. The x-ray 
examination (Fig. 1) showed scattered calcification in 
the posterior mediastinum and lower right lung field, 
a high right diaphragm and increased markings in the 
eardiophrenic angle on that side. These findings had 
been absent on a plate taken in 1941. Barium swallow 
was reported as showing a normal esophagus. For the 
following two months he ran a septic temperature, spiking 
to 105°, with cough productive of purulent sputum. 
Cultures of the latter grew Staph. pyogenes and Strep. 
viridans. The response to sulpha drugs and penicillin 
was poor. 


The leukocyte count rose as high as 19,500, with a 
red cell sedimentation rate of 122 mm. per hour. A 
bronchogram after postural drainage showed no evidence 
of bronchiectasis, the right diaphragm remaining 
elevated. During the third month after admission he 
coughed up several calculi, 2 to -6 mm. in diameter, usu- 
ally with some blood. The sputum was repeatedly nega- 
tive for tubercle bacilli, and one examination revealed 
no tumour cells. Bronchoscopic examination was deferred 
in the early months on account of his poor condition, 
and deferred again later because he was getting well 
spontaneously. The sedimentation rate dropped to 28 
mm. per hour. He was discharged at the end of five 
months with a diagnosis of bronchiectasis not confirmed 
by lipiodol examination. 


‘The second admission, 18 months after the initial 
symptoms, was precipitated by the development of chills, 
fever and headache of one week’s duration. The cough 
had continued in the interval, with sputum varying from 
four to twelve ounces daily. The cough was worse at 
night, at times recurring in paroxysms. For the previous 
eight months the patient had noted central chest pain 
and tightness which had become more intense. Tempera- 
ture 99.8°; pulse 82; blood pressure 160/90. Again there 
were no localizing signs in the chest and the x-ray showed 
no change from that of 1946. In spite of penicillin by 
inhalation and intramuscularly, the patient developed a 
further chill ten days after admission, with temperature 
to 102° and profuse night sweats. By this time there 
was dullness to percussion and diminished breath sounds 
over the right chest posteriorly, and the sputum became 
more tenacious. Bronchoscopic examination revealed a 
tumour in the right lower lobe bronchus, 2 cm. beyond 
the aperture to the upper lobe bronchus. This tumour 
appeared malignant on gross examination, and the 
microscopic diagnosis was bronchogenic carcinoma, small 
cell type. The sputum obtained at the examination also 
showed tumour cells. After this procedure, the patient 
expectorated several broncholiths, up to 12 mm. in 
diameter (Fig. 2). 

Pneumonectomy was performed and numerous calcified 
glands were encountered at operation. The right main 
bronchus was found to be adherent to a diverticulum of 
the esophagus. The connection was 14 inches long, and 
it was established that there was free communication 
between the right main bronchus and the esophagus. 
The excised right lung revealed the tumour seen on 
previous bronchoscopic examination to be 1 em. in size 
and situated on the medial wall of the lower lobe 
bronchus in its proximal part. The tumour was elevated 
and friable, and in it there was a perforation leading 
through the bronchial wall into tissue which had con- 
nected with the esophagus. At this site there were 
several small calculi enclosed within dense, fibrous tissue. 
The surrounding lung tissue was atelectatic and the 
bronchi to the lower lobe showed some cylindrical 
dilatation. 

Microscopic examination of the tissue outside the 
bronchus opposite the tumour site, revealed a stratified 
squamous epithelium suggesting an esophageal surface. 
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The bronchial fistula and the small nodule within the 
bronchus were found to consist of vascular granulation 
tissue, heavily infiltrated with chronic inflammatory cells, 
chief of which were plasma cells. The overlying epi- 
thelium showed early malignant change. The cells were 
many layers deep, extremely large and hyperchromatic, 
without a definite basement membrane. Many mitotic 
figures were seen. Although the tumour was not found 
in the submucosa, very early invasion was suspected at 
several points along the epithelial surface near the fistula. 
Peribronchial lymph nodes showed no evidence of tumour 
invasion. The tumour was considered to consist of 
metaplastic bronchial epithelium with early malignant 
change. Later extensive studies of the tissue slides re- 
futed the diagnosis of malignancy. 


The patient was discharged seven weeks after opera- 
tion and has remained well to date (September, 1950). 


DISCUSSION 


This patient then had two conditions, either 
of which could have been responsible for his 
chronic pulmonary infection. They will be 
discussed separately. 


Broncholithiasis—Broncholiths may be formed 
in peribronchial or peritracheal lymph glands, 
and erode or ulcerate through into the bron- 
chial lumen, or they may be formed within the 
bronchial tree, foreign bodies or infected secre- 
tion serving as nuclei for caleareous deposition. 
The metastatic type of calcification is not com- 
monly associated with broncholithiasis, as there 
is usually no concomitant factor of infection to 
cause erosion or ulceration and facilitate the 
passage of caleareous particles into the bron- 
chial lumen. Tinney and Moersch”™ state that 
bronchial stones are most frequently found 
with pathological calcification in eases of pro- 





Fig. 1.—Oblique film of chest on first admission in 1946. Fig. 2.—Broncholiths expectorated on second admission. 


longed pulmonary suppuration such as is found 
with abscess or bronchiectasis. However, both 
abseess and bronchiectasis are common sequele 
of the unexpectorated stone, and one may ques- 
tion whether catse and effect are not being 
confused. 

The early medical writers, such as Morton 
and Boerhaave, knew the condition under the 
name of ‘‘phthisis caleulosa’’, and their belief 
in its tubereulous nature was not questioned 
till the 19th century. The occurrence of bron- 
choliths with active tuberculosis is rare. In 
one series only one of 5,000 patients with 
pulmonary tuberculosis gave a history of bron- 
cholithiasis and another gave one in 4,000.7 
Most authorities on this subject agree that the 
commonest immediate cause of a broncholith 
is calcification in peribronchial lymph nodes 
and subsequent erosion of a caleareous particle 
through into the respiratory passages. As the 
most frequently occurring causative factor in 
ealeified peribronchial glands is tuberculosis, it 
appears that modern medicine should be pre- 
pared to accept the diagnosis of ‘‘phthisis 
caleulosa’’ in the majority of cases. 

The signs and symptoms may be divided 
into three groups: (1) Those indicating bron- 
chial obstruction such as cough, purulent 
sputum, fever, chills, recurrent pneumonia. The 
cough is often severe, paroxysmal, and wheez- 
ing in character if the obstruction is partial. 
(2) Hemoptysis occurs in the majority of 
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eases. It is usually not severe, but is often pre- 
ceded by tearing substernal pain with which is 
associated thoracic oppression. (38) Expectora- 
tion of stones. About half of the patients will 
give a history of expectoration of calculi, if 
questioned. 

If no stones have been expectorated, the dif- 
ferential diagnosis lies between: Aspirated 
foreign body; bronchogenic malignancy ; bron- 
chial asthma; bronchiectasis; pneumonia; pul- 
monary abscess. A good history may prove in- 
valuable. The typical story is of sudden onset 
of coughing, expiratory dyspnoea, asthmatoid 
wheezing, pain, hemoptysis and expectoration 
of a stone with sudden relief of symptoms. 
Chest films are of little diagnostic help; they 
may show ealcified peribronchial glands, but 
these are seen frequently with chronic or ob- 
solete pulmonary disease which is entirely 
symptomless. 


Bronchoscopy is the most useful diagnostic 
as well as therapeutic aid. The stone can often 
be visualized and removed by forceps, though 
sometimes inflammatory stenosis of the bron- 
chus at the site of obstruction can make the 
examination difficult. This granulation tissue 


bleeds easily, and leads to the possibility of 
hemorrhage during and after bronchoscopic 


examination. If the stone is not readily re- 
moved during bronchoscopy there is a danger 
of pneumothorax if the ecaleulus has formed 
extrabronchially and has not completely eroded 
into the lumen. Even if a stone has been ex- 
pectorated, it is advisable to carry out broncho- 
scopic examination, as stones are multiple in 
a fair percentage of cases. 


The treatment is directed primarily to the 
removal of the broncholith under bronchoscopic 
examination, although expectorants and pos- 
tural drainage often help. In ten cases reported 
by Fox and Clerf,!* follow-up bronchoscopies 
were done. Inflammatory tissue had receded 
to smooth mucosa, and there was no permanent 
cicatricial stenosis in any ease. Lobectomy or 
pneumonectomy may be the only possible pro- 
cedure, if the condition has been of long stand- 
ing and damage to the affected part is ir- 
reversible. 

An early diagnosis is essential if serious 
complications are to be avoided. Pneumo- 
thorax can occur during forced expiratory 
dyspnea through the rupture of an emphy- 
sematous bleb, or of an area of pulmonary 
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tissue already weakened by disease. More 
serious complications are cicatricial broncho- 
stenosis, bronchiectasis, lung abscess, pleural 
effusion, empyema, and metastatic brain 
abscess. 

Broncho-esophageal fistula. — Acquired bron- 
cho-cesophageal fistule can be classified as 
follows: 

1. Trawmatic.—(a) foreign bodies, (b) instrumenta- 
tion, (c) chemical or thermal agents. 


2. Infectious.—(a) tuberculosis: may be responsible 
for fistule in several ways: (1) adenitis with erosion 


_jinto the trachea and «sophagus or adenitis causing 
cicatricial traction diverticulum with suppuration lead- 


ing to fistule; (2) perforation into the esophagus and 
respiratory tree of a tuberculous abscess of a vertebra; 
(3) or direct extension of a tuberculous ulcer of the 
pharynx; (b) syphilis: either from a gumma of the 
esophagus or air passages, or as a result of an aneurysm; 
(c) fungus infections: such as actinomycosis; rare; (d) 
suppurative csophagitis: resulting from an extension of 
an infectious process from surrounding structures, such 
as pleural cavity, pharynx or stomach, or from an ceso- 
phageal diverticulum; (e) qsophagomalacia: a rare 
cause mentioned in the literature. This may be entirely 
an agonal change. 

3. Neoplastic—New growths of the «esophagus, 
trachea or bronchi may erode and create fistule, or neo- 
plasms of adjacent organs may extend into both 
respiratory and gastro-intestinal lumina. 

Signs and symptoms will be partly those of 
the underlying causative factor. There are, 
however, certain symptoms and signs sugges- 
tive of a broncho-csophageal fistula. Dys- 
phagia of varying degree usually precedes other 
symptoms, and eventually there will be epi- 
sodes of violent coughing following ingestion of 
food. At first, solid food may be taken without 
initiating coughing and dyspnea, while liquids 
cause paroxysms of coughing, or the patient 
may only develop cough when he is swallowing 
and leaning forward at the same time, as the 
majority of fistule are on the anterior ceso- 
phageal wall. Pain is a fairly constant feature ; 
this may be over the lesion, and felt as sub- 
sternal or interscapular pain, or it may be 
referred to shoulders, chest or epigastrium. 
The pain and discomfort are usually aggra- 
vated by eating. Eructation of gas, nausea and 
vomiting are of common occurrence. Once a 
communication of any size is established, there 
will usually be signs of pulmonary infection 
and often particles of food will be found in the 
sputum. Sometimes hemorrhage, either from 
the esophagus or lungs, can be severe, and lead 
to a seriously shocked patient. Unfortunately 
the picture is often not clear cut, either the 
digestive or respiratory symptoms being 
stressed, those of the other system being rela- 
tively non-disabling to the patient. 
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The diagnosis can often be confirmed by 
giving the patient methylene blue by ceso- 
phageal tube; if this appears shortly in the 
sputum, the diagnosis of a fistula is established. 
Barium by mouth in varying. viscosities has 
been used to determine the fistulous site but 
ingested radio-opaque oil is preferable as less 
irritating in the respiratory system. (Kso- 
phagoscopy has established the diagnosis in 
some reported cases, but cannot be considered 
as safe a procedure as fluoroscopy. Broncho- 
scopy may be useful. 


The most satisfactory results in the treatment 
of broncho-csophageal fistule are obtained in 
cases with traumatic etiology. The esophageal 
end of the tract may be treated by cauteriza- 
tion with sodium hydroxide crystals or silver 
nitrate. Following cauterization the esophagus 
should be put at rest with a stomach tube for 
at least two weeks. More than one application 
of the cauterizing agent may be required. 
Pneumothorax has been recommended to close 
off the fistula by pressure and prevent aspira- 
tion of food into the lung. Some fistule may 
require thoracotomy and surgical closure. A 
temporary gastrostomy may be useful in a few 
cases. Lobectomy or pneumonectomy may be 
indicated with massive pulmonary infection. 


The prognosis is poor, usually because the 
condition is not suspected sufficiently early. 
Barsby and Vaux? reported that the average 
duration of life from onset of symptoms was 
six months, but some cases have been reported 
in which the typical signs and symptoms have 
been present for several years before death.° 
Moersch and Schmidt" quote some postulates 
of Ribbert regarding prognosis. Ribbert be- 
lieves that patients surviving a long time do so 
because their fistule are so minute that little 
seepage of food or liquid oceurs, and the bron- 
chial mucosa apparently must undergo meta- 
plasia so that the infected material can be 
tolerated. If a periadenitis gives rise to a 
traction diverticulum, the long axis of which is 
upwards, it is possible that subsequent ulcera- 
tion and tract formation might cause a fistula 
to be so situated that the passage of food into 
lungs was unlikely; this may be an explanation 
of some of the longer survival times which are 
reported. However, the increased cesophageal 
pressure during deglutition and the negative 
pulmonary pressure tend to negate this, and 
Ribbert’s theory is more tenable. . 





Having discussed the two rather unusual 
features found in this case, and noted the path- 
ological changes in the excised lung, we can 
now attempt to reconstruct the sequence of 
events. At some time during the preceding 
years the patient contracted pulmonary tuber- 
culosis with tuberculous involvement of the 
peribronchial lymph glands. The exudative 
process in these glands progressed to involve 
the esophageal wall, and in the cicatrization 
and calcification of the node, a traction diver- 
ticulum of the esophagus was formed. Eventu- 
ally, either the tuberculous process in the gland 
was reactivated, with progressive ulceration 
and erosion into the csophagus and right 
bronchus, or an ulcerative cesophageal diver- 
ticulitis ensued from food contaminants or a 
foreign body in the diverticulum, with the sup- 
puration extending through the calcareous 
node, eventually eroding into the bronchial 
lumen. Subsequent to the formation of the 
fistula, particles of caleareous material passed 
into the bronchus and were expectorated from 
time to time. j 

There are many signs and symptoms com- 
mon to both broncholithiasis and broncho- 
cesophageal fistula, of which pyrexia, chills, 
paroxysmal cough, purulent sputum, hemopty- __ 
sis and chest pain may be cited. Diagnosis of 
broncholithiasis was established in this case by 
expectoration of ealeuli, but the fistula was un- 
suspected, and no x-ray investigation with this 
in mind was undertaken. Bronchograms did 
not visualize the tract. 

In the literature reviewed, no similar case 
has been reported in detail. Moersech and 
Tinney’ refer briefly to a patient who coughed 
up a broncholith six months after developing 
a broneho-csophageal fistula. 


SUMMARY 


A ease of broncho-csophageal fistula with 
broncholithiasis is presented. The two condi- 
tions are discussed separately, and the surmised 
pathological development is given. 


The bronchoscopic investigation in this case was done 
by Dr. L. J. Williams, and the pneumonectomy by Dr. 
Ross Robertson. Acknowledgment is made to Dr. M. V. 
Rae for her microscopical studies, and to Dr. M. M. 
Baird for his sustained interest and permission to 
publish this case. 
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ACROMEGALY AND DIABETES* 


J. H. Darragh, M.D.} and W. M. Shaw, M.D.+ 
Montreal, Que. 


HAT glycosuria occurs in pituitary tumours 

was first observed by Loeb in 1884.1. Two 
years later Marie,’ in describing acromegaly as 
a clinical entity, mentioned that two of his 
cases were diabetics. Since then several 
workers have shown that hyperglycemia and 
glycosuria are frequent complications of acro- 
megaly, the incidence varying in different re- 
views from 10 to 40%. 

Of 100 cases of acromegaly reported by 
Davidoff and Cushing* in 1927, 12% had 
moderate and 12% mild fasting hyperglycemia. 
Coggeshall and Root* reported the occurrence 
of diabetes in 17% of 153 acromegalies, the 
former condition developing within 15 years of 
the onset of acromegaly in the majority of 
instances. Since the incidence of diabetes is 
higher than in the general population, this has 
been presumed to be due to excess anterior 
pituitary activity. 

At the Royal Victoria Hospital, Montreal, 
from 1925 to 1950, 24 patients with acromegaly 
were studied. The criteria used for the diag- 
nosis of acromegaly were those which appear 
in the standard textbooks of medicine and 
endocrinology. These patients were studied 
with x-rays of the extremities and skull, investi- 
gation of the carbohydrate metabolism, the 
blood chemistry including cholesterol and non- 


* From the Metabolism Clinic, Royal Victoria Hos- 
pital, Montreal. 

t Senior intern. 

¢ Assistant Resident, Department of Mediciné, Royal 
Victoria Hospital, Montreal. 
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protein nitrogen determinations, 17-ketosteroid 
excretion in the urine in some of the patients, 
and the basal metabolic rate. Of the 24 pa- 
tients, four had a definite history of diabetes. 

Because diabetes mellitus implies an absolute 
deficiency of insulin production due to disease 
of the islets of Langerhans of the pancreas, 
every case of glycosuria should not be diag- 
nosed diabetes mellitus. In other types of 
glycosuria, referred to frequently as extra- 
pancreatic diabetes, there may be a low kidney 
threshold for glucose, or a relative deficiency 
of insulin due to increased gluconeogenesis 
and/or inactivation of insulin. In the Metabol- 
ism Clinic of the Royal Victoria Hospital it has 
been the practice to refer to the impaired carbo- 
hydrate metabolism and glycosuria associated 
with pituitary, adrenal, and thyroid disease as 
extra-pancreatic diabetes.?® 


CASE 1 

D.T., a 52 year old male, was first admitted to the 
R.V.H. in 1924. He had been well until 2 years previ- 
ously when he began to complain of weakness, pains in 
the legs, nocturia, and polydipsia. He had noticed no 
change in his features, but stated that he had always 
looked stronger than he was. He was known to have 
had glycosuria for 2 years prior to admission, but had 
received no specific anti-diabetic therapy. There was 
no family history of diabetes. On admission he had 
coarse features, husky voice, spade-like hands, exoph- 
thalamus, and waddling gait. The fundi and the fields 
of vision were normal. X-ray examination of the skull 
showed enlargement of the sella turcica, thickening of 
the tables of the skull and marked prognathism. His 
basal metabolic rate was plus 24%. The duration of the 
changes in the patient’s appearance was not known. On 
admission the urine showed a 4 plus glycosuria, and the 
a.c. and p.c. blood sugar determinations were 312 and 
384 mgm. %, on a hospital diet. A diagnosis of acromegaly 
and extra-pancreatic diabetes was made. During his hos- 
pital stay the glycosuria and hyperglycemia improved 
with a low caloric diet, and the patient was discharged with 
instructions to follow a weighed diet of protein 70 grams, 
fat 150 grams, and carbohydrate 100 grams. He re- 
ceived no specific therapy for his acromegaly. He was 
followed in the out-patient department and was re- 
admitted in 1929, complaining of epistaxis, weakness, 
difficulty in walking, and dimness of vision. There had 
been no change in his acromegalic features since the 
previous admission. In the interval, arteriosclerosis of 
the blood vessels of the fundi had appeared. His basal 
metabolic rate was plus 14% at this time, and there was 
a one plus glycosuria, and the blood sugars were a.c. 
312 mgm. %, and p.c. 240 mgm. %. On the sixth hos- 
pital day he developed severe edema of his larynx and 
died shortly after. Post-mortem examination showed an 
eosinophilic adenoma of the pituitary. The pancreas 
showed increased fibrous tissue stroma most marked in 
the tail, the blood vessels showed patchy hyaline fusion, 
and the islet cells in some areas were very large and 
appeared poorly defined from the acinar cells. In other 
places they were completely replaced by hyaline fibrous 
tissue. 


Comment.—The duration of the acromegaly 
was not known in this patient, and he received 
no specific therapy. Neither the acromegalic 
symptoms and signs nor the diabetic state 
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changed during the period of 5 years prior to 
his death. His blood sugars were controlled 
moderately well by diet alone. We are unable 
to explain what réle the pituitary played in 
producing the changes in the _ pancreas. 
Hyaline degeneration of the islets of the 
pancreas is common after middle age, but even 
in diabetes mellitus no degenerative lesions of 
the islets may be found.® 


CASE 2 


W.C., a 39 year old male, was admitted in 1941. The 
time of the onset of his illness was unknown. Although 
the patient noticed no change in his features, his friends 
had remarked on the size of his hands 6 years previously, 
and he had had to inerease his shoe size in the 2 years 
prior to admission during which time he had gained 12 
pounds in weight. On admission he complained of weak- 
ness and fatigue for 3 years and increased thirst and 
frequency for the past 4 weeks. It was observed that 
the patient had marked acromegalic features with large 
hands, macroglossia, and acne vulgaris over his upper 
back. An x-ray of his skull showed thickening of the 
tables and a moderately enlarged sella turcica. The 
visual fields were normal. The basal metabolic rate was 
plus 21% and the cholesterol was 286 mgm. %. A 2 plus 
glycosuria was present and a glucose tolerance curve 
showed the following results: fasting 303 mgm. %, % 
hour after ingesting 100 grams of glucose 405 mgm. %, 
one hour 459, 1% hours, 492, 2 hours 459, and 3 hours 
375. The patient was started on a ladder diet in hos- 
pital and his diabetes was controlled with a final diet 
of protein 100 grams, fat 60 grams, and carbohydrate 
250 grams with between meal feedings, and 2 doses of 
crystalline zine insulin of 28 units, one before breakfast, 
and the other before supper. During his hospital stay 
he received deep radiation therapy to his pituitary. 
There was no family history of diabetes. The patient 
was followed in the out-patient department, and because 
of insulin reactions when he returned to his manual 
labour, the insulin was discontinued, and while at work 
he remained on the prescribed diet and had no glycosuria. 
He was readmitted in June, 1941. A repeat glucose 
tolerance curve showed a.c. 120 mgm. %, % hour 268, 
1 hour 306, 1% hours 336, 2 hours 232, and 3 hours 168. 
At this time he received a second course of x-ray ther- 
apy. The third and last admission was in March, 1942, 
when a third course of radiation therapy to the pituitary 
was administered and the blood sugars were a.c. 183 
mgm. %, p.c. 288, and p.c.l. 264 The patient was dis- 
charged with instructions to take 2 doses of erystalline 
zine insulin, 28 units before breakfast and 20 units be- 
fore supper. The patient was last seen in the out-patient 
department in December, 1942, at which time there had 
been no further progression in his acromegalic condi- 
tion and he had discontinued the insulin due to reactions 
and was free from glycosuria on restricted diet alone. 


Comment.—Apparently this man did not dif- 
fer from other diabetics who are controlled in 
hospital with insulin and diet and on return 
to exercise or heavy labour after discharge 
show a marked diminution in their insulin re- 
quirement, since exercise increases the metabol- 
ism of glucose. Hence, the effect of x-ray 
therapy to the pituitary in this case is difficult 
to evaluate. The degree of impairment of the 
glucose tolerance curve is no index of the 
severity of the diabetes, or the insulin require- 
ments. The second glucose tolerance curve was 





done after a 3 month period of diet and insulin, 
which might account for the lowering of the 
a.c. blood sugar level. During the patient’s 
third hospital admission, the insulin require- 
ments were almost the same as before x-ray 
therapy was commenced. 


CASE 3 


A.J., a 38 year old English male, was first seen in 
April, 1942. He had first noticed enlargement of the 
hands and feet and had experienced severe headaches 
in 1930. At the same time he had polydipsia and poly- 
uria, but did not have glycosuria. The patient received 
deep x-ray therapy to the pituitary in 1931 and 1933. 
Following this the headaches disappeared and there was 
no further progression in the abnormal growth. How- 
ever, the polydipsia and polyuria continued. The pa- 
tient was admitted to the R.V.H. in 1942 complaining 
of low back pain which later was diagnosed as a 
herniated intervertebral disc. At that time he had typi- 
cal acromegalic features and extremities and flabby 
musculature. There was no family history of diabetes. 
His basal metabolic rate was plus 26% and an x-ray of 
the skull showed thickening of the tables of the frontal, 
parietal, and occipital bones, and an enlarged sella 
turecica. His glucose tolerance curve was as follows: 
fasting blood sugar 135 mgm. %, % hour after the 
ingestion of 100 grams of glucose 242 mgm. %, 1 hour 
294, 1% hours 226, 2 hours 180, 3 hours 119 with glycos- 
uria up to 2 plus. In 1942 the patient was given a diet 
of protein 80 gm., fat 60 gm., and carbohydrate 250 gm. 
With this diet he was free from glycosuria and had a 
normal fasting blood sugar. The patient was followed 
in the diabetic clinic at R.V.H., where it was found 
necessary to give increasingly large doses of protamine 
zine insulin to control his diabetic state, so that when 
last seen in 1950 he was following the same diet and 
taking 56 units of protamine zinc insulin every morning. 


Comment.—The onset of diabetes occurred 12 
years after the onset of acromegaly, and in 
spite of 2 courses of x-ray therapy and no ad- 
vancement in the acromegalic features, inereas- 
ing amounts of insulin were necessary for 
control. 


CASE 4 


E.P., a 57 year old tool-maker was admitted to R.V.H. 
in March, 1950, complaining of weakness, polyuria, and 
nocturia, all of 7 to 8 months’ duration. The patient 
was found to have a 3 plus glycosuria, whereas previous 
yearly urinalysis had been negative. When the patient 
was about 20 years of age he noticed that his hands, 
face and features were becoming larger and deformed. 
He was able to continue with his work without specific 
complaints until age 30 when he experienced continued 
fatigue and consulted several doctors but no definite 
diagnosis was made until 1938 when he was told that he 
had a type of brain tumour and received deep radiation 
therapy to his pituitary for the first time in 1938. An 
x-ray of the skull in 1942 showed that the pituitary gland 
was enlarged and the patient received a further course 
of radiation to his pituitary. There was no family 
history of diabetes or acromegaly. On admission to 
R.V.H. in 1950 the patient was observed to be a well 
nourished, muscular, white male with obvious acromegalic 
features, large nose, protuberant supraorbital ridges and 
mandibles and large ears and huge spade-like hands and 
feet. The urine sugar was 3 plus and the blood sugar 
values were a.c. 238 mgm. % and p.c. 288 mgm. %. The 
patient was placed on a ladder diet and his diabetic 
state was controlled with a final diet of protein 100 gm., 
fat 50 gm., and carbohydrate 250 gm. with between meal 
carbohydrate feedings, and 44 units of protamine zinc 
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and 40 units of crystalline zinc insulin before breakfast 
and 40 units of crystalline zinc insulin before lunch. At 
the time of discharge he was free from glycosuria and 
his blood sugars were a.c. 126 mgm. % and p.c. 156 mgm. 
%. The patient was asked to return to the R.V.H. 
diabetic clinic for follow-up. His basal metabolic rate 
was plus 5%, the urinary 17 keto-steroids were within 
the normal range, the x-ray of the skull showed marked 
enlargement of the sella turcica with destruction of the 
posterior clinoid processes, and the blood cholesterol was 
229 mgm. % and the inorganic phosphorus 4.09 mgm. %. 
The blood Wassermann reaction was negative and the 
non-protein nitrogen was 27.5 mgm. %. The fundi and 
the visual fields were normal. The final diagnoses were 
(1) acromegaly, (2) extra-pancreatic diabetes, (3) peri- 
pheral neuritis, which improved following intensive 
parenteral vitamin B therapy. 


Comment.—In this patient the onset of dia- 
betes occurred 37 years following the onset of 
acromegaly and in spite of two courses of deep 
x-ray therapy to the pituitary. Large doses of 
insulin were required for control of the dia- 
betes. The basal metabolic rate was within the 
normal range. The onset of the impaired 
earbohydrate metabolism was heralded by the 
classical symptoms of uneontrolled glycosuria. 

Of the remaining 20 patients, 7 had impaired 
glucose tolerance curves (Cases 5 and 11), but 
none were classified as diabetics when last ob- 
served (Fig. 1). The curves of these patients 


300 Vi 


y 


AC. Ye 1 i'/2 


HOURS 
Fig. 1.—The glucose tolerance curves of 7 acro- 
megalic patients showing impaired carbohydrate meta- 
bolism, but not requiring insulin. The technique used 


was the standard one in which 100 gm. of glucose are 
given in 300 c.c.. of lemonade on a fasting stomach. 


had in common a normal fasting blood sugar, a 
delayed peak, and a delayed return to normal. 
Age, obesity, hypertension, elevated basal 
metabolic rate, and previous diet, can all con- 
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tribute to, or be the cause of similar impairment 
of glucose tolerance, and it is difficult to be 
certain that the impaired glucose tolerance is 
due to excess pituitary activity. Hypercortico- 
adrenalism may also be a factor, but unfortun- 
ately we have no record of ketosteroid and 
corticoid excretion in most of our patients. 
There was no family history of diabetes in any 
of these patients. In one patient the glucose 
tolerance test was normal when radiation ther- 
apy to the pituitary was given, and one year 
later a repeat glucose tolerance curve showed 
impaired carbohydrate metabolism. 


CaAsE 5 


A 35 year old French-Canadian housewife was first 
seen at R.V.H. in 1949 at which time a diagnosis of 
acromegaly was established, and the patient received 
deep x-ray treatment of the pituitary gland. In 1949 
the glucose tolerance curve was a.c. 89 mgm. %, % hour 
after 100 grams of glucose orally 144 mgm. %, 1 hour 
130, 1% hours 124, 2 hours 113, 3 hours 85. One year 
later her glucose tolerance curve was a.c. 107, 4% hour 
195, 1 hour 213, 1144 hours 184, 2 hours 130, and 3 hours 
100. 


Right of the 24 patients received radiation 
therapy to the pituitary. Of those who have 
been followed, there is no evidence that the im- 
paired glucose tolerance was ameliorated by 
this therapy. Cases 3 and 4 had both received 
x-ray therapy several years before the develop- 
ment of diabetes. Case 5 developed impaired 
glucose tolerance one year after receiving ther- 
apy. There had been no progression in the 
acromegalic features of any of these patients 
following the radiation therapy. It has previ- 
ously been observed that radiation of the 
pituitary, although retarding the progression 
of the acromegaly, does not effect the progres- 
sion of the associated diabetes. Case 6, the 
only one of our patients on whom operation was 
performed because of encroachment of the en- 
larged pituitary gland on the optic chiasma, 
was found at operation to have a degenerated 
eosinophilic adenoma of the pituitary, although 
the patient still had a markedly impaired glu- 
cose tolerance curve at the time of the 
operation. 


CASE 6 


A 35 year old French Canadian female who had had 
acromegalic features and polydipsia for 10 years was 
admitted to R.V.H. in June, 1942, because of optic 
atrophy due to pressure of a pituitary tumour on the 
optic chiasma. A glucose tolerance curve was done, 
which showed the following values, a.c. 89 mgm. %, % 
hour after the ingestion of 100 grams of glucose 200 
mgm. %, 1 hour 288, 2 hours 250, and 3 hours 206. The 
insulin sensitivity test was a.c. 79 mgm. %, 20 mins. 
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after 0.1 units crystalline insulin per kilogram body 
weight was given intravenously 85 mgm. %, 30 min. 85, 
45 min. 94, 60 min. 88 and 90 min. 92. The pituitary 
tumour was reported by the Pathology Department to be 
a chromophobe adenoma representing a burned-out 
process which was formerly an eosinophilic adenoma 
producing clinical acromegalic changes. 


CASE 7 

¥.T., a 35 year old male, was admitted to R.V.H. in 
October, 1927. There was no family history of diabetes. 
Signs and symptoms of acromegaly began 3 to 5 years 
before admission. In 1927 skin and bones were typical 
of acromegaly, and the sella turcica was enlarged by 
radiological examination. There was no glycosuria 
when the patient was last seen in 1927. 


CASE 8 
R.M., a 52 year old male, was admitted to R.V.H. in 
October, 1926. He had large hands and feet, coarsened 
features, and an enlarged sella turcica. A _ glucose 
tolerance curve revealed abnormal carbohydrate metabol- 
ism, but there was no glycosuria on an ordinary diet. 


CASE 9 


J.L., a 67 year old male, was admitted to R.V.H. in 
August, 1955, with acromegalic features, and an x-ray of 
‘the skull showed an enlarged sella turcica. The patient 
refused radiation therapy to his pituitary gland. There 
was no family history of diabetes. Urinalysis revealed a 
trace of glycosuria, and a glucose tolerance curve showed 


definitely impaired carbohydrate metabolism. This pa- 
tient was not seen again after 1935. 
CasE 10 


L.C., a 73 year old male, was admitted to R.V.H. in 
June, 1941, with no family history of diabetes. The 
patient had been attending the diabetic clinic since 1925 
for mild diabetes not requiring insulin. Acromegaly was 
first diagnosed when the patient was readmitted in 1944. 


CASE 11 


F.E., a 60 year old male, was admitted to R.V.H. in 
October, 1940, having had an enlarged tongue, and large 
hands and feet since 1937. Glucose tolerance curve 
showed an impairment in carbohydrate metabolism. 
There was no family history of diabetes. 


Of the 13 patients with normal carbohydrate 
metabolism, 3 had received x-ray therapy at the 
time when they were last observed. The time 
interval between the appearance of acromegalic 
symptoms and the development of impaired 
glucose tolerance varies considerably and can 
only be approximate as the course of acro- 
megaly is slow and the onset of both conditions 
is frequently vague. Of the cases reported by 
Coggeshall and Root,‘ diabetes in an average 
of 9.5 years after the onset of acromegaly. The 
chronological order suggests that the hyper- 
glycemia is due to overproduction of pituitary 
hormones. From the experimental evidence 
with ACTH in humans and with crude anterior 
pituitary extract in animals, one would expect 
that all patients with excess anterior pituitary 
furyetion would have impaired glucose tolerance. 
As observed in our series this is not so. A 





ACROMEGALY AND DIABETES 








149 





higher incidence of diabetes occurs among pa- 
tients with acromegaly than would be expected 
by chance. However, all patients with com- 
parable hyperfunctioning lesions of the anterior 
pituitary are not diabetics and it is possible 
that a fundamental deficiency in the islets of 
Langerhans must exist before a hyperactive 
lesion of the pituitary can produce diabetes. 
On the other hand, Case 4 in our series de- 
veloped diabetes 37 years after the onset of 
acromegaly. It would appear that if all the 
patients with acromegaly were followed long 
enough, a higher percentage than has been re- 
ported would have impaired carbohydrate 
metabolism. Goldberg and Lisser’ reported a 
patient who developed diabetes 6 months before 
death, and if he had died earlier would have 
been classified as an acromegalie without dia- 
betes. It is difficult then to draw any exact 
conclusions as to how often diabetes can be 
expected to occur. 

We did not feel from reviewing these cases 
that the extra-pancreatie diabetes associated 
with acromegaly differed in any way from 
diabetes mellitus. Two patients required large 
doses of insulin for control, but this is not un- 
usual in diabetes mellitus. One patient, a day 
labourer, required very little insulin, and suf- 
fered from frequent insulin reactions when he 
returned to manual labour, which indicated 
that in his case exercise increased the utiliza- 
tion of carbohydrate. There are two features 
of the extra-pancreatic diabetes associated with 
acromegaly described in the literature which 
are rarely seen in diabetes mellitus: (1) in 
acromegaly the diabetes may subside or dis- 
appear with the onset of hypopituitarism and 
hypoglycemia may result; (2) periods of 
insulin resistanee occur rather frequently. 
Daughaday and others® recently reported such 
a case and presented a short review of the 
subject. Neither of these features was noticed 
in our cases. 

Neither the fraction of the anterior pituitary 
responsible for the diabetes in acromegaly nor 
the manner in which the anterior pituitary 
hormone acts is known. Since MHoussay® 
ameliorated the diabetes of depancreatized dogs 
by removing the pituitary and Young’® pro- 
duced diabetes in animals by the injection of 
erude anterior pituitary extract, certain hor- 
mones have been isolated from the pituitary 
which show promise of shedding light on the 
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physiology of diabetes in general. ACTH in 
combination with a low blood glutathione blood 
level has produced diabetes in humans. Li and 
Evans" in 1947 isolated growth hormone, the 
fraction produced by the eosinophile cells, and 
with it were able to produce diabetes in 
partially depancreatized rats. Recently the in- 
jection of growth hormone in dogs has pro- 
duced diabetes,!? its diabetogenic effect ap- 
proximating that of crude anterior pituitary 
extract, which led the authors to suspect that 
this hormone is the diabetogenic principle in- 
volved. In comparison, the effect of ACTH was 
mild and transient. It is possible that the 
diabetogenic effect of the anterior pituitary 
gland is due to a combination of hormones 
rather than any specific substance. Theoreti- 
cally the diabetogenic principle of the anterior 
pituitary could produce its action by (1) 
stimulation of the adrenal cortex, producing 
increased gluconeogenesis (2) interference with 
the action of insulin at the hexokinase stage 
of muscle metabolism, as proposed by Cori™ 
or (3) by a direct depressing action on the 
pancreas. This latter action has been produced 
by Young with the long continued injection of 
anterior pituitary extract.* Hyperglycemia 
alone has produced depression of pancreatic 
function in cats.’° However, in normal humans 
high carbohydrate diet does not lead to im- 
paired carbohydrate metabolism. 


SUMMARY AND CONCLUSIONS 

Four cases of diabetes occurring in associa- 
tion with acromegaly are presented, represent- 
ing an incidence of 16% in the 24 acromegalies 
studied. Eleven patients in all or 45.8% 
showed impaired glucose tolerance. The dia- 
betes appeared at varying intervals up to 37 
years after the onset of acromegalic symptoms. 
The characteristics of the extra-pancreatic dia- 
betes associated with acromegaly did not differ 
from what is generally considered to be 
characteristic of diabetes mellitus. We did not 
observe in any of our cases either undue insulin 
resistance or disappearance of the diabetic 
state as the pituitary changes from a hyper- 
functioning to a hypofunctioning gland, but 
perhaps in Case 3 or Case 4 is followed for 
several years such a condition might be 
approached. 

We were able to conclude from our survey 
that the diabetes develops in spite of the, ap- 
parent arrest of the acromegalic condition and 
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the relief of symptoms by deep radiation of the 
pituitary. 


The authors wish to express their thanks to Dr. E. H. 
Mason, Chief of the Metabolism Service, Royal Victoria 
Hospital, for his kind co-operation in the preparation 
of this paper. 
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PROTEIN FEEDING AND BLOOD 
SUGAR LEVELS IN DIABETES 


Eric R. Gubbay, M.D.(Lond.), 
M.R.C.P.(Lond.), F.R.C.P.[C.] 


Winnipeg, Man. 


HE protein content of the diet of diabetic 

patients is unrationed in some clinics, and 
strictly rationed in others. Hence it is of 
interest to enquire about the effect of protein 
feeding on the blood sugar levels in these 
patients. 

From a study of 15 diabetic patients, Conn 
and Newburgh! concluded that the feeding of 
isoglucogenic quantities of protein caused 
much smaller rises of blood sugar (average 37 
mgm. %) than did the feeding of carbohydrate 
(average 160 mgm. %). The authors also noted 
that protein feeding caused lesser rises of blood 
sugar in less severe cases of diabetes. But will 
protein feeding cause hyperglycemia in treated 
patients who are adequately controlled, or will 
such feeding prevent insulin hypoglycemia? 
Some relevant facts are reported. 


METHOD OF STUDY 


Mosenthal and Lauber* have challenged ‘the 
stability of the fasting blood sugar in diabetic 
patients. The results reported below also show 
the occurrence of spontaneous fluctuations in the 
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fasting level. 
allow of a base line on which the effects of other 
variables can be observed. 

Next it is important to decide at what time 
after protein feeding will the conversion to 


These fluctuations, however, still 


glucose be most active. The deamination of 
amino acids which gives rise to the precursors of 
glucose causes simultaneously two other effects ; 
viz., the increased heat production of the specific 
dynamie action of protein feeding and the rise 
in blood urea nitrogen after such feeding. Lusk? 
has shown, ‘During the second hour after in- 
gestion (of meat by a dog) the heat production 
was nearly twice the basal metabolism, and heat 
production remained at this level for some ten 
to twelve hours. During this period excretion 
of nitrogen in the urine was maintained at a 
plateau level well above its fasting value’’. 
Conn and Newburgh’ have shown, in diabetic 
patients, a slow, steady and prolonged rise of 
blood urea nitrogen following protein feeding. 
This production of urea, more rapid than its 
clearance by the kidney, is already well marked 
in the second hour after protein feeding. It may 
be concluded that the conversion of protein to 
glucose is active in the second hour after feeding 
and that a steady conversion is maintained for 
some hours longer. 





Protein 
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figures are reported; these were obtained at 
weekly intervals to allow the normal routine to 
be re-established before the second set of figures 
was obtained. 

All studies were started on fasting patients 
at 9 am. Patients who were controlled on 
insulin were instructed not to take any insulin 
on the morning of the test. An attempt was 
made to select patients of varying ages and 
varying insulin requirements, Patients L.B. and 
I.G. were untreated at the time of the study. 
The remaining patients were satisfactorily con- 
trolled. Patient A.D. is a case of diabetes 
mellitus subsequent to hemorrhagic pancreatitis 
proved at laparotomy. Blood sugars were deter- 
mined by the method of Folin-Wu. 


RESULTS 


1. Patient L.B., age 59, height 67”, weight 135 Ib. 
Fasting blood sugar 200 mgm. %. 30 gm. casein hydro- 
lysate given. 1% hour, 194 mgm. %; 1 hour, 224 mgm. 
%; 1% hours, 218 mgm. %; 2 hours, 224 mgm. %; 2% 
hours, 206 mgm. %. 15 gm. dextrose given. 3 hours, 
287 mgm. %; 3% hours, 252 mgm. %. 

2. Patient I.G., age 51, height 65”, weight. 152 lb. 
Fasting blood sugar 224 mgm. %; % hour, 224 mgm. 
%; 1 hour, 75 gm. casein hydrolysate given. 2 hours, 
238 mgm. %; 3 hours, 245 mgm. %; 4 hours, 245 
mgm. %. 

Nore—Both patients L.B. and I.G. were new patients 
who had not been treated. 

3. Patient M.T., age 39, height 60”, weight 129 lb. 
Daily carbohydrate 100 gm. Protein unrestricted; ad- 


TABLE I. 





Blood sugar mgm. percentage —— - 





Insulin ; 
Patient Fasting given lhour 2 hours given 24 hours 2% hours 234 hours 
A.D. 1st week 125 Nil 152 136 16 units 82 48 32 
2nd week 140 12 oz. 140 122 16 units 75 56 51 
meat 
P.S. 1st week 140 Nil 132 122 8 units 75 32 22 
2nd week 184 75 gm. 212 224 8 units 140 62 38 
casein* ; 
A.O. 1st week 152 Nil 161 148 6 units 103 72 62 
2nd week 128 75 gm. 152 140 6 units 125 111 108 
casein* 





*Casein hydrolysate. 


To demonstrate the effect of protein feeding 
on insulin hypoglycemia, two studies are re- 
ported. In the first, the patient T.W., on report- 
ing for a routine follow-up, was suspected of 
late hypoglycemia from the effects of protamine 
zine insulin. The opportunity was taken to 
establish this suspicion and to carry out the 
study reported at the same time.. In the second 
study, hypoglycemia was produced by the intra- 
venous injection of Toronto insulin. Because of 
variations in sensitivity to insulin, a control in- 
vestigation, without feeding protein, was under- 
taken in each case. Hence two separate sets of 








vised to keep weight down by restricting fat intake; 


insulin nil. Fasting blood sugar 148 mgm. %. 75 gm. 
easein hydrolysate given. 1 hour, 148 mgm. % ; 2 hours, 


128 mgm. %; 3 hours, 118 mgm. %. 

4. Patient T.W., age 18, height 67”, weight 135 lb. 
Daily carbohydrate 150 gm. Protein and fat unre- 
stricted. 30 units protamine zine insulin daily. Fasting 
blood sugar 65 mgm. %; % hour, 44 mgm. %. 12 
ounces Hamburger steak given. 144 hours, 58 mgm. % ; 
2% hours, 65 mgm. %; 3% hours, 58 mgm. %. 

5. Patient A.D., age 52, height 72”, weight 168 Ib. 
Daily carbohydrate 180 om. Protein and fat unre- 
stricted. 12 units protamine zine insulin daily. 

Patient P.S., age 39, height 65144”, weight 105 lb. 
Daily carbohydrate 150 gm. Protein and fat unre- 
stricted. 12 units protamine zine insulin daily. 

Patient A.O., age 42, height 63”, weight 140 lb. 
Daily carbohydrate 180 gm. Protein unrestricted. Ad- 
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vised to keep weight down by restricting fat intake. 
8 units protamine zine insulin daily. 

The results on these last three patients are given in 
Table I. The same bottle of Toronto insulin was used, 
and the insulin was measured in a tuberculin syringe, so 
that each unit of insulin equalled 2% divisions on the 
syringe. Clinical features of insulin hypoglycemia were 
present in Patient A.D. both the first and second weeks, 
and in Patient P.S. the first week only. 


SUMMARY OF RESULTS 
Patients A.D. and M.T. showed the occurrence 
of spontaneous falls in blood sugar levels after 
protein feeding—maximum fall 30 mgm. %. 


Patients L.B., I.G., P.S. and A.O. showed rises . 


in the blood sugar after protein feeding—maxi- 
mum rise 40 mgm. %. Two of these were new 
patients, untreated at the time of the study. 
Protamine zine insulin hypoglycemia was not 
reversed after feeding protein—one patient only. 
Toronto insulin hypoglycemia was not prevented 
by protein feeding in two patients. Such hypo- 
glycemia would appear to have been appreciably 
prevented in the third patient so studied. 


COMMENT 


The maximum rise of blood sugar following 
protein feeding in any individual patient in 
Conn and Newburgh’s! study was 125 mgm. %. 
But all three of their patients whose spontaneous 
tolerance of carbohydrate was good showed only 
small rises of blood sugar (maximum 16 mgm. 
%). These findings are in accord with the 
results reported above. 

When viewed on the background of spontane- 
ous fluctuations that do occur, it may be con- 
cluded that the slow conversion of protein to 
glucose causes small and often unimportant 
effects on the blood sugar of well controlled 
diabetic patients either in promoting hyper- 
glycemia or in preventing hypoglycemia. This 
conclusion supports the experience that free 
protein diets do not prejudice the maintenance 
of orthodox blood sugar control. 

The object of this study was discussed with Pro- 
fessor J. D. Adamson, whose kind interest is acknowl- 


edged. The blood sugars were done by Mrs. Lois 
Kelpin, B.A., R.T., and Miss Aline Turenne, R.T. 
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For a man that can’t see an inch into human nature, 
give me a psychological novelist.—John Galsworthy. 
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MYASTHENIA GRAVIS OF THE 
NEWBORN* 


Aubrey K. Geddes, M.D. and 
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YASTHENIA gravis has been considered 
rare below the age of ten years and until 
recently its occurrence in infants has passed un- 
recognized. Because of the rarity of the condi- 
tion the following case reports of a mother and 
newborn baby, both with myasthenia gravis, are 
presented. 


CASE HISTORY OF THE MOTHER 


D.P., a white female with no family history of myas- 
thenia was first seen in hospital in 1943 at the age of 
18 years with severe myasthenia gravis of two years’ 
duration, and was closely followed by the neurology 
service thereafter. In January, 1947, because of an 
ill-defined shadow in the mediastinum on x-ray and the 
severe muscle weakness of the patient the thymus was 
removed in its entirety. It was grossly enlarged and 
microscopically showed lymphoid hyperplasia with large 
germinal centres. On discharge the patient reduced her 
prostigmine from 20 to 8 tablets daily, but the im- 
provement was minimal. When seen in September, 
1949, she was seven months’ pregnant gravida I. The 
pregnancy had proceeded uneventfully; normally active 
fetal movements had been felt since 4%4 months. She 
had had to inerease her prostigmine, however, from 8 
to 15 tablets a day. Two weeks before term she was 
admitted in a respiratory crisis which responded well 
to intramuscular prostigmine. She was maintained on 
prostigmine 0.5 mgm. q.2h. and ephedrine 33 mgm. 
q.i.d. and kept in hospital until term, when on December 
3 in an almost painless labour she produced a female 
child. Prostigmine 0.5 mgm. intramuscularly and atro- 
pine 0.44 mgm. intravenously had been given 15 minutes 
before delivery. The patient was discharged on the 
9th postpartum day. On the 23rd postpartum day she 
died at home in a respiratory crisis. No autopsy was 
obtained. 


CASE History or Basy P 


The infant breathed spontaneously at birth. Much 
loose mucus was suctioned from the pharynx. There 
was diminution of muscle tone, particularly about the 
face, the eyes and mouth being open and the facies 
mask-like. Respirations were normal, colout good, and 
ery on stimulation fair. Estimated birth weight 2,700 
gm. The infant was first seen by one of us (H.M.K.) 
two hours after birth. She was slightly pale and had no 
cyanosis. The mouth and eyes were open. Respirations 
were normal. There was considerable mucus in the 
pharynx. After this was suctioned out the lungs were 
found to be aerating well. The baby was silent and 
extremely limp. It appeared almost to flatten out on 
the examining table and had a ‘‘ jelly fish’’ consistency. 
A diagnosis of myasthenia gravis was made. X-rays 
taken 4 hours after birth showed no evidence of medi- 
astinal enlargement or of compression of the trachea 
or of atelectasis. Penicillin was given prophylactically. 
When the baby was five hours old the pediatrist noted: 
‘Colour bright pink. Atonia literally almost complete. 
The baby has made no spontaneous movement since she 
arrived in the nursery. Much thick stringy mucus has 
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been periodically aspirated from the pharynx. The 
neck is extremely limp. If one moves the baby’s body 
the head remains in the same position as before. Respira- 
tions irregular but fair. Cry is weak. Sucking reflex 
absent. A weak grasp reflex present. Heart sounds 
normal. Lungs clear.’’ 

The infant was given prostigmine 0.05 mgm. intra- 
muscularly 6 hours after birth. This caused a very 
definite increase in tone and spontaneous movement was 
now noted. During the next few hours the infant’s 
condition gradually lapsed into marked hypotonia. 
Pharyngeal mucus was thick, profuse and tenacious, and 
required suction approximately every ten minutes. The 
same dose of prostigmine was repeated 12 hours after 
birth and shortly afterwards 3 meconium stools were 
passed. It was necessary to give prostigmine twice 
during the night; the second time the dose was increased 
to 0.1 mgm. On the second day of life Dr. R. Rabino- 
vitch, neurologist in consultation, noted in part: ‘‘ This 
morning I have witnessed the entire phenomenon of a 
limp, expressionless, silent baby becoming animated 
with normal movements foilowing prostigmine injection. 
Before injection there were mask-like cheeks, no move- 
ment of the lips, eyelids moved normally, eyeballs moved 
synergistically, no gag reflex, and no movement of the 
uvula. Neck muscles were toneless. Arms and legs 
withdrew on stimulation but there were only the faintest 
of random voluntary movements of the limbs. Respira- 
tory movements seemed normal. After injection the 
baby showed spontaneous movement of all limbs, per- 
haps some increase in secretion of mucus and excretion 
of meconium.’’ All effects of the prostigmine had dis- 
appeared 5 hours later. 

Because of the rarity of the case a coloured moving 
film was made of the infant before and after prostig- 
mine. It was decided to maintain the child on intra- 
venous therapy, to continue daily prophylactic penicillin 
and to give intramuscular prostigmine as_ required, 
together with ephedrine 1.66 mgm. per rectum. Labora- 
tory findings on the second day of life before any 
intravenous therapy was given were: Hgb. 138%, red 
blood cells 7,420,000, serum Na average 379 mgm. %, 
serum K 17 to 19 mgm. %, serum Ca 6.6 mgm. %. From 
the third to the sixth day of life there was no significant 
change. Plasma, protein hydrolysates, saline and 
dextrose solutions were given intravenously or sub- 
cutaneously. Mucus continued to be _ troublesome 
requiring suction every 15 or 20 minutes. As a result 
the pharynx became edematous and fiery red and at 
times it was difficult to aspirate the mucus. On several 
occasions the infant suddenly became alarmingly 
eyanosed. Extra prostiomine injections were helpful in 
loosening the mucus. Oxygen was given as required. 


The prostigmine dosage varied according to need 
from 0.05 mgm. to 0.125 mgm. Ephedrine capsules 1.66 
mgm. were given per rectum 2 hours after the prostig- 
mine. The infant required the constant care of 3 special 
nurses assigned to the case on a 24 hour schedule. On 
the seventh day of life clear fluids were given by tube. 
Usually a portion was regurgitated immediately after- 
wards, frequently precipitating cyanotic attacks. Any 
deficit in fluid or caloric requirement was made up by 
intravenous and subcutaneous fluid. The prostigmine 
dosage was now 0.1 mgm. q.4h. with ephedrine 1.66 
mgm. and on the tenth day was increased to 0.125 mgm. 
q3h. Frequent suction was still necessary. The heart 
rate, ranging from 90 to 160, was taken by auscultation 
and charted every 30 minutes, since prostigmine pro- 
duced a drop of 20 to 70 beats per minute. On the 
twelfth day the prostigmine was increased to 0.166 mgm. 
and six days later to 0.2 mgm. q.3h. Cyanotic attacks 
were still frequent, though slightly less suctioning was 
required. Serum Ca was 10 mgm. %.. 


On the twenty-first day of life milk was started by 
tube and poorly retained. Mucus was less in amount 
but very thick and tenacious: atropine 0.055 mgm. sub- 
cutaneously was given whenever it was particularly 
troublesome. The colour and tissue turgor of the infant 
were poor. Intravenous and subcutaneous fluids were 
still necessary. The lungs were clear but the respiratory 
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rate varied between 60 and 70 ver minute. Heart sounds 
were strong, 80 to 170 per minute. On the twenty-second 
day of life the baby’s condition was poor; there was 
some respiratory distress and intercostal indrawing. 
Activity was diminished. Improvement began .on the 
twenty-fourth day. As long as one and a half hours 
after prostigmine the child could ery lustily and move 
actively, had a strong grasp reflex and sucked on the 
gavage tube. Some intravenous and subcutaneous fluids 
were still necessary. The weight was 2,475 gm. The 
twenty-seventh day of life brought marked improvement. 
The child showed increased activity, moving arms and 
legs vigorously as long as 3 hours after prostigmine. 
The face now showed some expression and there was a 
good ery and cough reflex. Suctioning was infrequent 
and no further intravenous or subeutaneous feeding was 
required. 

On the twenty-eighth day of life the infant was fed 
with a medicine dropper and the prostigmine dosage 
thereafter gradually decreased until on the 36th day of 
life prostigmine and penicillin were discontinued. Two 
days later feedings were taken well by bottle. On the 
59th day the serum K was 26.2 mgm. %, serum Na 
averaged 342 mgm. %, and serum Ca 9.5 mgm. %. 
X-rays of the skull were negative. On the seventy- 
fourth day of life an electromyogram showed no evidence 
of myasthenia gravis. A variable hypertonicity which 
had been noted for the preceding four weeks was no 
longer present. The infant was discharged at the age 
of 77 days, in good health, weighing 4,275 gm. 

A series of electrocardiograms taken before and after 
prostigmine showed changes attributed to the vagal 
effect of prostigmine. At the age of eleven months the 
infant was a healthy happy normal child who had been 
walking since the age of ten months. 


DISCUSSION 


A review of the literature has revealed 9 cases 
of myasthenia gravis occurring at birth or in 
the neonatal period. These 9 cases are sum- 
marized in Table I. i. 

The eases fall into 2 groups. Cases 1 to 3 are 
children born to mothers showing no evidence 
of myasthenia gravis. (Moreover, following 
recognition of myasthenia gravis in ease 3, the 
mother was tested with quinine for latent myas- 
thenia and found to be negative). All these 
infants had persistent symptoms; two were 
maintained on prostigmine, the third was in- 
capacitated so little that she preferred to be 
untreated. Ptosis of the eyelids was present in 
all; tendency to progression of signs and symp- 
toms was slight or lacking; there is evidence in 
some that fetal activity was slight. These are 
true congenital myasthenia. 

The 6 infants of the second group, cases 4 to 
9, show important differences. They were all 
born to mothers suffering from myasthenia 
gravis during their pregnancies. These infants 
were either so severely affected that they died 
within a few days of birth, or they were main- 
tained for varying periods of time by careful 
nursing or prostigmine and then became ap- 
parently cured. The condition of these infants 
cannot be attributed to maternal myasthenia, as 
myasthenic mothers usually produce normal 
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children. The possibility that they are true con- 
genital myasthenia gravis with prolonged re- 
missions is highly unlikely, since Wilson’s' ease 
had been followed for two years and remained 
well. These cases, following the lead of Levin,? 
we have labelled myasthenia neonatorum or 
myasthenia syndrome of the newborn. 

Dr. David W. Whaley, Kitchener, Ontario, in 
a personal communication, states that he saw 
two cases he believed to be myasthenia syndrome 
of the newborn and gives the following details. 


B.H., the mother of his patients, was born in 1918. 
Her first pregnancy resulted in a normal infant born 
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quired frequent suction and tube feedings for six days; 
cry became strong and activity almost normal by the 
fourth day of life. Prostigmine was withheld because 
of the comparatively rapid improvement in the child’s 
condition. The infant was discharged on the nine- 
teenth day of life and has remained well to date. The 
mother’s symptoms were improved during pregnancy. 
The authors believe that these two infants showed the 
myasthenia syndrome of the newborn. 


The pathogenesis of myasthenia gravis is un- 


known. Several concepts have been advanced 
from time to time. 


1. A decrease in acetylcholine production, or 


. dnerease in cholinesterase activity, or some im- 


balance between these two substances, affects 


TABLE I. 


SUMMARIZING PREVIOUSLY REPORTED CASES OF MYASTHENIA IN THE NEWBORN PERIOD 


Date 


reported 


Maternal 
myasthenia 


No 


Case 


J.D. 


Reference 


Bowman? 1948 


| Levin? J.E.B. 


Previous 
children 


No 
details 


None 


Result 


Age of 
onset 


Birth 


Sex of 
infant 


M. 


Antepartum 
condition 


No 
details 





First seen and diagnosed at 
7/12 years. Improved 
on prostigmine. 





Diagnosed at 

yrs. Improved on 
prostigmine. Died at 10 
yrs. of pneumonia. 


Poor fetal 
activity 


Birth Seen at 4 yrs. 





Levin? 1949 


1 
(Case 2) 


Mild case. Diagnosed at 8 
yrs. Therapy _ discon- 
tinued after 8 months. 

Myasthenic symptoms 


Poor fetal 
activity 





Strickroot‘ 





| Wilson! 


Wilson! 


None 


Normal 


2 
1 normal and 
Case 5 





Exacerbation | 3rd day | Died on 6th day while on 
of | prostigmine. 
myasthenia 





No change in Not 


myasthenia 


Birth Died on 4th day. 
given prostigmine. 
With careful nursing showed 
improvement at 2 wks. 
Not given  prostigmine. 

Became normal. 


No change in 
myasthenia 


Birth 


Prostigmine stopped on 13th 
day. Baby remained well. 


Exacerbation 
in 5th mth. 
Improved 

with T.E.P.P. 








Labranche® Yes 


No details 


At 4 mths. still on prostig- 
mine, but apparently 
attempt made to _ take 
baby off therapy since 1 
month old. 


No details Birth 





| Ford (quoted 
by Levin?) 


Yes, had 
thymectomy 











No details 








Not 
given 


No change Normal after 1 week on 


prostigmine. 





July 6, 1943. In November, 1943 symptoms of myas- 
thenia appeared and she was unable to lift her four 
months’ old infant. In May, 1944 she was admitted 
to hospital with severe myasthenia gravis. Previous 
health was good, family history of myasthenia was 
lacking, and x-rays showed no enlargement of the 
thymus. On December 28, 1944 she delivered at term 
with a normal labour a healthy infant. On January 
27, 1948 at St. Mary’s Hospital, Kitchener, with her 
third pregnancy and a normal labour, she was de- 
livered under ether anesthesia of a baby who was 
extremely limp and listless, who required frequent 
aspirations of pharyngeal mucus, showed sagging 
mouth and open eyes, nasal regurgitation, was unable 
to suck and required tube feeding for ten days. 
Prostigmine 0.125 mgm. was given twice with some 
improvement but was not continued. On the twenty- 
fourth day of life the child was discharged well and 
has continued in excellent health. 

On February 14, 1950, at the end of the mother’s 
fourth pregnancy she was delivered under gas and 
oxygen anesthesia of a child presenting face to pubis. 
The infant was very limp, regurgitated nasally, re- 





neuromuscular transmission. The work of 
Wilson and Stoner’ seems to disaprove this. 

2. A hypothetical curare-like substance, which 
some believe to be elaborated in the thymus 
gland, is thought to inhibit the action of acetyl- 
choline or to elevate the threshold of the motor 
end plates. Wilson and Stoner’ produce evi- 
dence that makes this theory attractive. 

3. The disease has been ascribed to a defect 
in potassium metabolism.’ Muscle potassium is 
high and serum potassium is low in myasthenies ; 
prostigmine causes a fall in muscle potassium 
and a rise in blood potassium; some myas- 
thenic patients are improved on large doses 
of potassium. 
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4. Endocrine factors have been implicated‘ 


because of the © frequent reports of remis- 
sions during pregnancy and_ exacerbations 


during menstruation. The evidence is hardly 
satisfactory. 

If cases + to 9 and our own represent a trans- 
ient myasthenia syndrome of the newborn, ad- 
ditional factors must be considered in attempt- 
ing to explain its pathogenesis. Does placental 
transmission of some curare-like substance cause 
transient myasthenia in the infant? In the ease 
here reported, such hypothetical substance pro- 
duced symptoms for over one month before it 
was all destroyed or excreted. Is the develop- 
ment of the infant’s neuromuscular biochemical 
mechanisms suppressed by the large doses of 
prostigmine taken by the mother in the ante- 
natal period? No, because most myasthenic 
mothers produce normal children. Does excision 
of the thymus gland remove some factor which 
(a) would have prevented the exacerbation of 
myasthenia in the mother during pregnancy and 
(b) would have protected the infant in utero? 
But infants similarly affected have been born to 
myasthenic mothers with intact thymus and 
thymectomized myasthenies have produced nor- 
mal children. Of the reports summarized in 
Table I only case 9 is strictly comparable to 
ours. Both these mothers had had thymectomy. 
Ford’s ease showed no change in myasthenic 
symptoms during pregnancy while ours had an 
exacerbation ; but exacerbations during pregnacy 
are known to occur even in patients who have 
not had thymectomy. Keynes® supposes that in 
removing the thymus the source of the curare- 
like substance is removed. Case 9 and our own 
tend to refute this idea, although we have no 
proof that these two mothers did not have some 
accessory thymic tissue remaining after opera- 
tion. Moreover, Viets, in a personal communica- 
tion to Dr. MeEachern of the Montreal Neuro- 
logical Institute, quotes the ease of M.L., a 
known myasthenic, who became pregnant in 
1945, had a mild remission in the last few 
months of this pregnaney, and produced a nor- 
mal child. Her thymus was removed in 1947. 
A second pregnaney occurred in 1948, with no 
remission, and she was again delivered of a 
normal child. As far as is known, these three 
are the only myasthenic women who have had 
children subsequent to thymectomy. 


Is neonatal transient myasthenia due to ex- 
posure in utero of an infant with latent myas- 
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Or 


thenia to a placentally transmitted curare-like 
substance, possessing properties which result in 
intoxication of the fetus? This concept, very 
well presented by Levin,? postulates a predis- 
posing sensitivity in the fetus to substances with 
curare-like properties as well as actual exposure 
to such materials. This will explain why only 
a few children of myasthenic mothers are af- 
fected, but makes it difficult to explain Wilson’s' 
case who was severely affected vet who had a 
normal uniovular twin brother. Levin suggests 
that his hypothesis might profitably be investi- 
gated by giving the curare test to children who 
have survived neonatal myasthenia. In view of 
the heroic efforts necessary to keep Baby P. 
alive during her first month of life we lacked 
the courage to attempt the curare test. But an 
electromyogram on the infant before discharge 
showed no evidence of myasthenia. 

Only prolonged follow-up of these children 
ean prove that they are not cases of congenital 
myasthenia in prolonged remission. The evi- 
dence against this possibility, however, is almost 
overwhelming. 


_ SUMMARY 


1. Case histories have been presented of (a) 
a female with myasthenia gravis who had her 
thymus removed and who subsequently became 
pregnant; (b) her infant who had severe symp- 
toms of myasthenia at birth, was treated with 
prostigmine for 36 days and apparently became 
completely cured; (c) two additional myas- 
thenie infants born of a myasthenic mother. 


2. The literature has been summarized. It 
is believed that neonatal myasthenia can be 
divided into two definite groups: true persist- 
ent congenital myasthenia gravis, so far re- 
ported only in children of non-myasthenic 
mothers; and a transient myasthenia syndrome 
of the newborn, occurring in the infants of 
women with or without thymectomy, who have 
suffered from myasthenia gravis during their 
pregnancies, 

3. The pathogenesis has been briefly dis- 
cussed. 


4. Before the advent of prostigmine it was 
customary to recommend therapeutic abortion 
to patients with myasthenia gravis. Now that 
more such pregnancies are allowed to continue 
to term it is probable that cases of myasthenia 
syndrome of the newborn will be observed 
more frequently. 


156 CASE REPORTS: 


Our thanks are due Miss C. Barrett, Superintendent 
of Nurses at the Royal Victoria Montreal Maternity 
Hospital, and her nursing staff whose continuous care 
made Baby P’s survival possible. 
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CASE REPORTS 


INTRA-THORACIC HASMANGIOMA OF 
THE CHEST WALL 


B. Winter, M.D., F.R.C.S. (Edin.) 
Toronto, Ont. 


A hemangioma is not a rare tumour, but it 
may be encountered in an unusual location. The 
following is a report of a benign hemangioma 
of the chest wall which presented as an intra- 
thoracic tumour. It is thought to be worth re- 
porting because of this location and because of 
the somewhat unusual histology of the growth, 


In 1940, Mrs. P.N., aged 32, developed a wheeze which 
lasted for several weeks. An x-ray of the chest was 
negative. The wheeze cleared up completely and there 
were no further symptoms. 
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In 1949 a routine x-ray of the chest revealed a mass 
in the fourth right interspace (Fig. 1). It was roughly 
semicircular with its base against the lateral parietes. It 
was smooth and sharp in outline with a diameter of 
about 1% inches. The remainder of the lung fields were 
clear. There were no symptoms. Physical examination 
was negative. Fluoroscopy showed that the diaphragms 


ed 


were moving normally, and that the mass appeared to 
move with the ribs. The provisional diagnosis was 
benign neurofibroma of the lateral chest wall. As the 
patient was pregnant, further investigation was delayed 
until after delivery. A diagnostic artificial pneumo- 
thorax then substantiated the fact that the tumour was 
extra-pulmonary (Fig. 2). 

Operation.—Using a right posterolateral approach the 
chest was opened through the bed of the sixth rib. A 
mass was found in the fourth interspace slightly anterior 
to the mid-axillary line. It was about the size of a 
large egg, rubbery in consistency, slightly knobby, and 
greyish in colour except for some purplish red discolor- 
ation over one of the knobs. The intact pleura over it 
was separated and the mass was seen to be attached to 
the intercostal bundle, presumably to the nerve. The 
intercostal bundle was freed, ligated, and removed to- 
gether with the mass. The chest was then closed in layers 
without drainage. 

There was an uneventful postoperative recovery. The 
patient was ambulant on the second day. One aspiration 
of the chest was required. X-ray of the chest three weeks 
postoperatively showed a fully expanded right lung. 
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Fig. 3.—Showing both the fibrosing and actively growing section of the tumour. 
Fig. 4.—Showing a high-power view of the more actively growing portion of the tumour. 
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Pathological report (Department of Pathology, Mt. 


Sinai Hospital, Toronto).—The nodule submitted is 
roughly ovoid. It is 3.8 cm. in length and 3.2 em. in 
greatest diameter. The external surface is roughened by 
fibrous tags. The mass is moderately firm. The cut 
surface is finely granular, a mottled brown in some areas 
and a greyish-pink elsewhere. , 

Microscopically a varied picture is seen in different 
portions of this tumour mass (Figs. 3 and 4). Some 
areas are made up of delicate strands of eosin-staining 
fibrils having spindle-shaped nuclei. Other areas are 
made up of rather dense fibrous connective tissue. Scat- 
tered amongst this stroma are masses of rather large 
fibrillar-like cells having coarse spindle-shaped and ovoid 
nuclei. These cells are closely packed together giving 
the impression of being solid masses. Close inspection 
however, reveals the presence of innumerable minute 
channels which are formed by these endothelial cells. 
These channels contain red blood cells. The proportion 
of endothelial cells, minute capillaries and dense fibrous 
connective tissue varies from field to field. Minute 
hemorrhages are present in some areas, while in a few 
regions there are deposits of blue-staining calcific ma- 
terial. It is felt that the latter are evidences of old 
hemorrhage. In general the cytological picture seen is 
not unlike that of dermatofibroma (sclerosing hemangi- 
oma of skin). 

Final diagnosis.—Capillary 
fibrotic, of chest wall. 


DISCUSSION 

Intra-thoracic hemangiomata are uncommon 
tumours. Of those cases reported in the 
literature, the location in the thorax has been 
either in the lung or in the mediastinum. The 
Mayo Clinic group, in a recent survey of the 
literature found only 14 eases of mediastinal 
tumours of blood vaseular origin, to which they 
added 3 additional cases of their own. I have 
been unable to discover a single reported case 
of an intra-thoracic hemangioma arising from 
the lateral chest wall although it is highly 
probable that these have been dealt with previ- 
ously. In this case there were no features to 
help in identifying the nature of the tumour. 
The pathological diagnosis was unexpected. It 
demonstrated the use of artificial pneumothorax 
in differentiating between an intra- and extra- 
pulmonary tumour. It indicated that a he- 
mangioma must be considered in the differ- 
ential diagnosis of an intra-thoracie, extra- 
pulmonary tumour. 
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PROLAPSING GASTRIC NEUROFIBROMA 


L. H. Leggett, M.D., C.M., F.R.C.S.,(Edin.), 
F.B.C.S.[C.] 


Guelph, Ont. 


Although gastric neurofibroma may be found 


with moderate frequency, it is unusual that they  palisade arrangement of cells. 





attain a large size, and especially infrequent is 
their tendency to prolapse through the pylorus. 
Six articles in various American and British 
scientific journals in the last twenty-three years 
have described in some detail the symptoms of 
prolapsing gastric tumours. In none of these 
journals has any mention been made of the 
condition of prolapsing gastric neurofibroma. 

Eliason, Pendergrass and Wright? listed 611 
eases of benign gastric tumours, and of these 
7.5% were pedunculated and prolapsed. These 
gastric tumours were: papilloma, adenoma, 
fibroma, myoma, lipoma, cyst, angioma and one 
unclassified. In an extensive paper they give 
in detail the symptoms and x-ray findings of 
prolapsing gastric tumours. 

The late R. R. Graham showed an excellent 
illustration of a large neurofibroma of the 
gastric wall.2 In a later paper of Pendergrass 
and Andrews’ an analysis of prolapsing lesions 
of the gastric mucosa from the Hospital of the 
University of Pennsylvania was given in some 
detail. McLaughlin and Conlin,* emphasize in 
their paper the vague epigastric distress as noted 
in prolapsing gastric tumours, and R. L. 
Canney® of Canterbury differentiates between 
neurofibroma and neurilemmoma, according to 
the presence or absence of palisading of the cells. ., 


CASE HISTORY 


A very interesting case is here presented, of a 
woman, aged 61, who had had flatulent indigestion for 
twelve years, with a moderate degree of secondary 
anemia. Following a persistent and severe attack of 
vomiting with coexisting acidosis, a large mid-upper 
abdominal mass was noted on abdominal palpation. 
The abdomen was opened through a right rectus in- 
cision and the tumour localized in an area behind the 
gastro-colic omentum, inferior to the stomach and 
superior to the transverse colon. It was somewhat 
adherent to the gall bladder and on palpation a pus 
pocket was encountered. This pocket contained about 
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Fig. 1—Tumour reddish brown in colour and show- 
ing constricted ring near proximal end with ulcer at 
apex. Fig. 2.—Paraffin section of tumour showing 
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two ounces of thick, green, foul-smelling pus. Explora- 
tion of this pocket led to an opening into the second 
part of the duodenum, which was enlarged by incision 
for some distance and a large hemorrhagic-appearing 
tumour rolled out of the third part of the duodenum. 
It was attached at its superior pole to a long pedicle 
of gastric mucosa, with a diameter of about one inch. 
This was followed up into the stomach through the 
pylorus, which was greatly dilated, and ligated as high 
up as possible. The proximal duodenum was enormously 
widened. The second and third parts of the duodenum 
were carefully closed in and the abdomen drained. 
The gall bladder was also drained. 


PATHOLOGICAL REPORT 


The tumour was a large ovoid mass of tissue 
measuring 414” in diameter and 514” in length (Fig. 
1). The surface was dark reddish-brown in colour and 
when palpated showed fluctuation. On section no fluid 
was found, but the mass was extremely soft and 
hemorrhagic. The tissue was grayish in colour and 
showed numerous areas of hemorrhage. 

Histologic study of the growth (Fig. 2) showed 
interlacing bundles of fibres within which were many 
spindle-shaped nuclei. Where these bundles were seen in 
cross section, there was considerable vacuolization, sug- 
gesting the structure of nerve fibres. The nuclei varied 
somewhat; some were small, almost round and densely 
stained, while the majority were elongated and stained 
more lightly. The latter were arranged side by side 
(palisading), or in eddies and whorls. There was slight 
activity of the cells, but not sufficient to justify a diag- 
nosis of malignancy. The tumour was situated between 
the gastric mucosa on one side and smooth muscle on the 
other. Phosphotungstic acid hematoxylin stained the 
fibres brownish-red (Fig. 2). 

In view of the palisading of nuclei, the staining af- 
finity of the fibres and the relative inactivity of the 
cells, this tumour was considered to be a_perineural 
fibroma or neurofibroma. 


The pathological diagnosis was made by Dr. 
W. O. Robinson, Pathologist, Toronto General 


Hospital. The diagnosis, considering the 
palisading of the cells, is at variance with the 
conclusions of Dr. Canney,® of Canterbury, who 
believes that palisading neurogenic tumours are 
probably neurilemmoma, but considering the 
contusion of descriptions, it is felt the diagnosis 
of neurofibroma should still stand. 

The postoperative course was very stormy, due 
to infection of the abdominal wall. Unfortun- 
atelv, despite massive antibiotic treatment, con- 
solidation of both lungs developed four weeks 
later, and the patient died. 

Although previous gall bladder and gastro- 
intestinal examinations had been reported nega- 
tive, a stomach x-ray which had been taken three 
vears previous to operation was reviewed, and 
this large mass was noted in the fundus of the 
stomach in one of the pictures. It had been con- 
sidered a gas bubble. 
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AMYLOID GOITRE 


C. H. Jaimet, M.D., F.R.C.P.[C.] 
Hamilton, Ont. 


According to the literature’ **® this case, 
recently seen, would appear to be a rarity. 
Furthermore, it seems to present more signs 
suggestive of the diagnosis than those previ- 
ously reported. By utilizing radioactive iodine* 
(R.A.I.) we were able to investigate the thyroid 
function in the presence of amyloid goitre more 
thoroughly than has been possible hitherto. 

This patient was first seen at the request of 
her physician to consider whether ACTH or 
cortisone could or should be administered for 
relief of her invaliding rheumatoid arthritis of 
twenty years’ standing. <A goitre was observed 
and, on inquiry, she revealed that fullness in 
the neck had been present, to her knowledge, 
only for two or three months. This combination 
of long-standing rheumatoid arthritis and 
recent thyroid enlargement brought to mind a 
discussion of a similar combination of ap- 
parently unrelated diseases which Dr. A. 
Kranes,' in Boston in 1947, brilliantly fitted 
into the correct diagnosis. In his case, he sug- 
gested amyloid goitre, an entity completely un- 
known to us at that time. It was felt in our 
case that there was a reasonable chance for the 
same diagnosis and, as her history unfolded, it 
appeared certain that she had amyloidosis at 
least. Surgical biopsy proved that she had an 
amyloid goitre. 


A single female, aged 37, was admitted to Hamilton 
General Hospital, October 20, 1950, for rheumatoid 
arthritis of 20 years’ duration. Her arthritis had 
always been severe and disabling and for the last 
three years she had navigated only a little in a 
wheel chair. She complained only of her painful, de- 
formed joints. A goitre was observed and she admitted 
noticing a swelling and tightness in her neck during 
the previous two months. She and her mother were sure 
there was no appreciable swelling in this region before 
that time, but it seemed to be enlarging steadily. There 
had been frequency of voiding, off and on for ten years, 
but this was worse and constant for the past six months, 
with associated polyuria. For a year she had noted easy 
bruising and for three months red spots appeared and 
disappeared in the skin. Periodic edema was present 
during the past year in the legs, and for three months 
the face and arms were puffy in the mornings. She had 
become much weaker and lethargic lately. 

Examination showed a cheerful, intelligent woman 
with dry brittle hair, flat, brittle nails, puffiness of face, 


* Clinical research with radioactive isotopes being done 
at McMaster University, Hamilton, Canada, under the 
supervision of H. Thode, Ph.D., and the author by per- 
mission of the National Research Council of Canada; 
sponsored by the Hamilton Medical Research Institute 
and supported in part by grants from Federal Health 
Fund and the Ontario Cancer Research Foundation. 

The radioactive iodine (R.A.I.) (1131) is obtained 
from Chalk River, Ontario, through Charles E. Frosst & 
Co., Montreal. 
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neck, shoulders and arms, and edema of her atrophic 
legs up to the knees. All joints of the extremities were 
swollen and deformed; the spine was almost fixed in its 
entirety, and the knees were fixed in 30° of flexion. The 
thyroid was diffusely enlarged (8 to 10 times normal), 
smooth, firm, not tender, and with no lymph nodes palp- 
able. There were petechial hemorrhage with many 
ecchymoses scattered over the extremities and trunk. The 
lung fields were clear. The heart was clinically normal, 
pulse 68, and blood pressure 110/65. There was two- 
finger enlargement of liver and the tip of the spleen was 
readily palpable. Temperature rose occasionally to 100° F. 

X-ray of chest was negative. Electrocardiograph 
showed low voltage. Basal metabolic rate could not be 
accurately obtained because of difficulty in weighing and 
measuring the patient who could not stand or sit erect. 
Hemoglobin 35%; red blood cells 3,200,000; white blood 
cells 9,600. The differential white blood count was 
normal; eosinophile count 433 on November 1; 
sedimentation rate 49. A sternal bone marrow showed 
stimulated leukopoiesis with a white-red ratio of 75:11. 
serum albumin 5.6, and globulin 2.0; serum cholesterol 
258. The urine repeatedly showed specific gravity of 
1.010 to 1.006, 3 or 4 plus albumin, one plus red blood 
cells, and a few white blood cells. Blood urea nitrogen 
18; uric acid 3.7; creatinine 1.45. A Congo red test 
showed 55% disappearance of dye from the blood. ‘‘ An 
index of thyroid function’’2 was determined, utilizing 
100 microcurie dose of radioactive iodine by mouth. In 
24 hours the R.A.I. pick-up in the thyroid gland was 
12% (or 1/3 normal), and the ‘‘conversion ratio’’2, 3 
was 6% (in the hypothyroid range). On October 30, 
1950, the thyroid was exposed by Dr. 8S. Hudecki. It 
was diffusely enlarged and pale red in colour. Bleeding 
throughout was difficult to control. 

A biopsy of the isthmus was considered representative 
of the pathology present and the report read, ‘‘ consists 
of a small reddish pea-sized gelatinous nodule of tissue. 
The sections show many acini of varying sizes. Some 
are enlarged and some are smaller than normal. They 
are filled with densely-stained colloid. The lining epi- 
thelium is low cuboidal in the smaller glands. There is 
an increase in stroma and an acellular homogeneously 
eosinophilic-staining material is seen. The walls of the 
vessels seem thickened with this material also. As this 
material suggested amyloid, an iodine stain and gentian 
violet stain were done. These proved to be positive for 
amyloid. ’’ 

The hemoglobin was brought up to 70%, with trans- 
fusions of whole blood. The patient was pathetically 
eager to try cortisone therapy, and with many misgivings 
this was begun; 100 mgm. intramuscularly per day from 
November 2 to 14. The eosinophile count fell to 233 and 
167, on November 2 and 5, respectively. The edema of 
ankles cleared; the red blood cells, but not the albumin, 
disappeared from urine; the frequency and polyuria 
ceased; the blood chemistry did not change; the surgical 
wound healed normally. The puffiness around the eyes 
disappeared, but the puffiness of face and shoulders and 
arms did not alter. The joints were more comfortable 
but little more movable. Desiccated thyroid extract 
(P.D. & Co.) gr. i, b.id., was given by mouth beginning 
November 8. 


DISCUSSION 


The most recent complete review of the 
literature on amyloid goitre was published by 
G. Walker, 1942.4 Up to that time 56 cases had 
been reported, to which he added another two. 
Only a portion of all these, however, had a true 
‘‘goitre’’, the others showing just amyloid de- 
posits in the thyroid. Two cases?*® have been 


reported more recently from Boston, and Dr. 
Mallory mentions having seen some four or five. 
For a detailed discussion of the interesting 


pathology in this type of goitre the reader is 
referred to the above mentioned articles. 

It is considered of some interest that our case 
would appear to have definite evidence of hypo- 
thyroidism. Previous authors have suggested 
that in amyloid goitre the function of the 
thyroid gland was not disturbed. It does not 
seem likely that this should be so when amyloid 
in other organs generally impairs their activity. 
Perhaps tests with R.A.I. in future cases will 
answer this question. 

The thyroid pick-up of R.A.I. was determined 
with a Geiger counter. We would have pre- 
ferred to use the scintillating counter developed 
by H. Thode and located in McMaster Uni- 
versity. It was not technically possible to move 
the patient or the instrument. 

The ‘‘conversion ratio’’ or ‘‘estimation by 
rate of organie binding of I**’’, was de- 
termined by the ‘‘modified technique’’ de- 
veloped by Clark.” * By this test, twenty-four 
hours after ingestion of I**', the total amount 
of R.A.I. in the plasma and the amount of 
R.A.I. in the plasma protein are determined. A 
ratio of these values is calculated and is re- 
ferred to as the conversion ratio. Normal 
values range from 13 to 42%. Hyperthyroids 
give values above, and hypothyroids give 
values below this range. Dr. D. Clark intro- 
duced us to this test a few years ago, and gave 
us every aid in developing it for our use. In 
a series of just under 100 patients now under 
study, comprising hypo-, eu-, and hyperthy- 
roids, we have been able to confirm his impres- 
sion that it is superior to any other single test 
to determine thyroid function. Particularly is 
this true when, as in our ease, the clinical 
picture is clouded by so many other disorders 
and where the basal metabolic rate cannot be 
accurately assessed. 


SUMMARY 

1. An amyloid goitre in a woman with amy- 
loidosis secondary to or associated with chronic 
rheumatoid arthritis is presented. 

2. For the first time such a thyroid has been 
shown to be hypofunctioning as evidenced by 
radioactive iodine studies. 

3. Little significant change in her general state 
was observed after two weeks on cortisone therapy. 
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EDITORIAL 
COLOURED TELEVISION IN MEDICINE 


OLOURED TV has so recently been intro- 


duced into medicine that at present many 


may judge it only by its more obvious aspect 
of novelty. But that alone can never justify 
its application to medicine. It must contain 
rather some intrinsic value of its own. This 
will be found to consist of one property 
especially, namely the enabling us to pick the 
very marrow out of a given subject; and to 
present that alone, with all the allure of 
natural conditions, to large audiences which 
could not otherwise simultaneously witness 
what was going on. 

In the language of the epicure it has the 
essential succulence of a mental bonne bouche. 
All superfluity, however nourishing in its own 
way, is stripped off. 

There has always been difficulty in present- 
ing clinical material, operations, and special 
demonstrations before large groups. The 
microphone and the film have done much to 
overcome this difficulty, but these still may 
fail in some details, and seldom can they 
maintain complete spontaneity. TV, on the 
other hand; concentrates on the smallest 
details—if there be one which is more im- 
portant than another—and at the same time 
is able to preserve unimpaired ‘‘the glory and 
the freshness’’ of what is being shown. 

But there is a price for this unrelenting 
selection, this crisp clarity: the bonne bouche 
is expensive. 

TV itself, coloured or not, is only a medium 
of transmission, however marvellous as a tech- 
nique. No refinement of transmission ean help 
a poor program: indeed it may unpleasantly 
accentuate its poverty. The price therefore 
of suecessful TV in a medical program is un- 
ceasing, self-sacrificing effort. It is well-known 
and gratefully acknowledged how much 
ordinary broadeasting has delivered us from 
the torture of the longwinded orator by its 
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rigid time limits. But the self-discipline of 
those taking part in TV must reach even 
greater heights, as indeed might be done in 
broadeasting. The performer before TV has 
more exacting demands and must prepare him- 
self more thoroughly. 


Enough experience with coloured TV has 
now been gathered to allow us to judge fairly 
accurately of its appeal to medical audiences; 
and also what types of presentations are most 
acceptable. This is all most valuable informa- 
tion for those who plan to use the method at 
conventions. We in Canada ean profit richly 
by the experience gained by our neighbours in 
the United States, for no one is more generous 
in sharing it with us. 

Its introduction to Canadian audiences will 
take place at our annual meeting this summer 
in Montreal, by arrangement with Messrs. 
Smith, Kline & French Inter-American Corpo- 
ration, and great pains are being taken to 
present a program of wide appeal. 


EDITORIAL COMMENT 


On Call — En Devoir 


Elsewhere in this issue will be found a new 
feature of the Journal under the familiar head- 
ings of ON CALL and EN DEVOIR. Publica- 
tion of these companion leaflets was commenced 
almost a year ago as an activity of the Com- 
mittee on Public Relations and nine issues have 
been distributed by mail to the Canadian pro- 
fession. Written in informal language, they 
have attempted to capture the attention of the 
busy doctor with a view to demonstrating that 
he has an important part to play in cultivating 
a favourable public opinion. It has been truly 
said that to acquire good public relations, one 
must deserve them, and our professional short- 
comings must be brought to light if we are to 
take action to correct them. It will remain the 
duty of your Committee on Public Relations to 
expose the faults and weaknesses which produce 
unfavourable reactions to our profession and to 
propose remedial action. 

The Journal welcomes the opportunity to 
assist in this important endeavour. Your 
thoughts and suggestions for useful approaches 
to better public relations will be weleomed by 
the Committee and members are invited to com- 
municate with the General Secretary, 135 St. 
Clair Ave. West, Toronto 5. 
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WILLIAM THOMAS AIKINS 
(1827 - 1895) 


Malcolm H. V. Cameron, M.D. 
Toronto, Ont. 


The Toronto School of Medicine was founded 
by Dr. John Rolph in 1834. His story has been 
well told by Canniff and Norman Gwyn. He 
fled to the United States in 1837 and conducted 
his school in Rochester, N.Y. In July 1843 he 
returned to Toronto in time to prepare for the 
fall session. His colleagues Workman and 
Morrison resumed their posts as teachers. In 
1849 the University of Toronto formed a 
Faculty of Medicine which was discontinued 
by enactment of parliament in 1854. In 1856 
Rolph’s colleagues, by court action, ousted 
Rolph. He had been Minister of Crown Lands 
in the fourth parliament of the Province of 
Canada which met in Quebee 1851-1854. He 
was re-elected to the fifth parliament. 

His long absences and his, at times, ar- 
rogant assumption of authority over his eol- 
leagues in an incorporated body of seven led to 
his elimination from the school he had founded. 
He at once opened another school in Toronto 
which became the Medical Department of 
Victoria College. A new building was erected 
near the General Hospital and, according to 
Walter Geikie, the venture prospered. In 1870 
Victoria ceased teaching of medicine. Geikie 
taught for a year in the Toronto School of 
Medicine which now took over the Victoria 
Medical building. In 1871 Geikie revived the 
Faculty of Trinity. A new school was built 
and medicine was taught there until 1903 when 
the University of Toronto united with Trinity. 
In 1887 the University of Toronto revived its 
Faculty of Medicine by buying the building 
of the Toronto School and appointing its 
personnel as the Faculty of Medicine. 

The records of the Toronto School have been 
largely lost. They may be supposed to have 
been kept by W. T. Aikins who was dean of 
the school from 1854 and continued in that 
office in the Faculty of Medicine until his 
death in 1895. The manner of their disappear- 
ance is conjectured by a statement of the late 
Henry Wilberforce Aikins second son of our 
subject and Treasurer, later Registrar- 
Treasurer of the College of Physicians and 
Surgeons of Ontario. He was asked to write an 
account of his father for Surgery, Gynecology 
and Obstetrics in 1912 which began a long series 
of sketches of Master Surgeons of North 
America, or to allow a review of the records 
that another should prepare the essay. His 
reply was bitter. ‘‘My father married a 
second time and he married a tidy woman. 
Every serap that my father ever wrote was 
burned.’’ 


On the death of Dr. H. W. Aikins in 1942 
his half brother the late Professor Austin 


MEN AND BOOKS: 





W. T. AIKINS 161 


Aikins of Cleveland found a tin bread box 1514 
x 914 x 10% packed tightly with letters, 
lecture notes, clippings, scraps of a diary, 
pamphlets, autopsy reports, accounts and re- 
ceipts, lecture tickets from Jefferson College 
and other items. The box was turned over to 
the writer of this article. From it is deduced 
a chapter in the life of W. T. Aikins dealing 
particularly with the period 1849-1860. 

Aikins graduated from Victoria College in 
1847 and from the Toronto School of Medicine 
in 1849. He spent the next year in Jefferson 
College of Medicine and graduated M.D. in 
1850. On his return to Toronto he took the 
Chair of Anatomy in the school and became 
partner with Rolph in general practice. He 
was very successful in his teaching and, ac- 
cording to H. W. Aikins, was transferred to 
Surgery where his popularity would reflect less 
upon his colleagues. In 1852 he bought Rolph’s 
house when the latter moved to Quebee because 
of his duties in the legislature. Rolph left the 
management of the school with Aikins which 
may seem strange as he was only twenty-five 
years of age and Workman and Morrison were 
still on the staff. 

In 1852 Aikins married Miss Louisa Piper of 
Toronto. Her letters begin with a naive little 
note in which she sees no objection to receiving 
the young doctor should he eare to eall. The 
diary does not mention this lady very often 
but there are several entries written after 
pienies that were greatly enjoyed notwith- 
standing the absence of Miss Piper who was 
then a student in The Burlington Academy. 
Her letters gradually became less formal and 
are addressed ‘‘Mon Ami’’. There are three 
letters written by Aikins in reply. These are 
crossed out and amended in a way that sug- 
gests the cautious lover who will send a fair 
eopy after he has put his matter into his best 
style. In one of these he gives an account of 
his family. His father and mother emigrated 
from Ireland to Philadelphia where they re- 
mained a short time. In 1816 they came to 
Canada and settled on a farm near Cooksville, 
Ontario. Aikins was the fourth of a family of . 
seven. His oldest brother James was a member 
of the legislature at twenty-four years of age 
and beeame Lieut.-Governor of Manitoba and 
was knighted. His youngest brother, Moses 
Henry, also studied medicine. All three were 
graduates in Arts from Victoria College. 
Another brother, John, remained on the farm. 

After the birth of the first child Mrs. Aikins 
was sent on a long itinerary to recover her 
health. She wrote every day or two and the 
letters express a deep affection that sometimes 
almost approaches worship. In one from her 
husband he gently reproves this attitude but he 
evidently preserved every note from her. These 
letters are merely mentioned as a commentary 
on the character of the man to whom they are 
addressed. There is every objection from the 
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standpoint of ethics to any publication of their 
content. 

Wesley Wright, a fellow student in Victoria 
and, afterwards, a teacher in the college, was 
an admiring friend of Aikins who wrote of his 
hopes and fears and ambitions and, apparently, 
received similar confidences as well as encourage- 
ment in his ambition to become a preacher. Dr. 
John Howitt of Guelph evidently kept up a 
correspondence with Aikins for many years. 
The two men had roomed together for two years 
while Howitt attended the school from which he 
eraduated in 1850. He went to Jefferson and 
obtained his M.D. in 1851. 
accusing him of missing evening service at 
church in order to visit Miss Piper. He discusses 
the faculty of Jefferson and the idea of going 
to England for a period of study. His father 
had other plans for him however and, a year 
after his leaving Jefferson another of Aikins 
students wrote from Australia that he had met 
Howitt on a dock in Melbourne. After Aikins’ 
marriage Howitt speaks of poetry and the urge 
to that form of expression that sometimes seized 
him—‘‘Mrs. Aikins will appreciate this more 
than you will’’. He tells of Dr. Angus Me- 
Kinnon. ‘‘A Seotchman has hung out his 
shingle. He is clever and will do well. These 
people (the Seots) stick to each other like 
burrs’’. He discusses his relations with a family 
in nearby Puslinch township and the possibility 
He is no 


of marrying a daughter of the house. 
importunate lover and in one letter states posi- 
tively that he and. the young lady will never 


marry. A month or two later he changes his 
mind. ‘‘If you can put your hand on some of 
the money you owe me send twenty pounds. I 
am going to be married next week and, if my 
father is not pleased, I’ll need that twenty 
pounds.’’ None of Aikins’ replies are preserved. 

Men who had studied under Aikins wrote to 
him as to a mentor, one note from Philadelphia 
requesting further loans. The tone of these 
letters is constant—Aikins is still in his twenties 
—he is told of progress and plans for the future 
and his approval sought; the one from Australia 
states that he had determined not to write until 
he had entered on success hence a silence of 
three years. Anson Buck wrote Aikins from 
London in 1852. He explains why he chose 
Guy’s Hospital although Fergusson was in 
King’s College and Paget in Bart’s. He had 
seen the Queen going in state to the opening of 
parliament and the funeral procession of the 
Duke of Wellington. Buck returned to further 
adventures as he served as surgeon in the 
Northern Army in the Civil War. Once he 
found himself standing between Lincoln and 
General Grant! 


The most complete series of letters were 
written by Mrs. Rolph.: The fourth parliament 
of the Province of Canada (1851-1854) sat in 
Quebec. These letters were friendly but were 
chiefly concerned with the business of the part- 
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nership of Rolph and Aikins, with the frequent 
expression of. a hope that Rolph would abandon 
polities and return to practice. The hope was 
vain for her husband was elected to the fifth 
parliament. The cordiality ceases abruptly in 
1856 when Rolph was ousted from the school. 
At onee the address ‘‘My Dear Doctor’’ changed 
to ‘‘Mrs. Rolph presents her compliments to Dr. 
Ajkins’’, 

There are about twenty letters from Rolph 
mostly dealing with problems of organization in 
the school. Aikins however seems to have taken 
the solution of these as his own responsibility. 
The letters of Henry Wright who had followed 
Rolph to Rochester in 1838 were written to 
Aikins in answer to urgent requests that Wright 
should join the faculty of the school. This he 
did and became professor of medicine in the 
school and in 1887 in the Faculty of Medicine 
of the University of Toronto. Similar letters 
were written to Uzziel Ogden who was professor 
of gynecology in both institutions. 

In April, 1902 the late F. N. G. Starr pub- 
lished in the University of Toronto Monthly an 
appreciation of Dr. Aikins, in whose office he 
had worked before his graduation in 1889. 
Starr states that Aikins was the first surgeon 
in Canada to adopt Lister’s methods. He in- 
vented a splint for fractures of the shaft of 
the humerus and had devised the osteoplastic 
amputation above the knee joint anticipating 
Stokes and Gritti by two years. He also coiled 
rubber tubing on a sheet of adhesive plaster 
years before Leiter devised his metal coil as a 
means of applying continuous cooling to in- 
flamed joints. He was a pioneer in the fresh 
air treatment of tuberculosis. He obviated the 
irritation of ligatures by twisting severed 
arteries. He was a slow but accurate operator 
and an early follower of Crawford in ovari- 
ectomy. 

There is much else in the box. The lecture 
notes, the incomplete bits of diary, newspaper 
clippings dealing with two famous inquests 
and the quarrels in the General Hospital and 
circumstance under which Trinity lost its 
Faculty of Medicine in 1856. 


The two inquests mentioned reflect the prac- 
tice of medicine a century ago. In April 1855 
a student working in the office of Drs. Rolph 
and Aikins was asked by a son of the patient 
to supply medicine that would help his father 
who was suffering from ‘‘dysentery’’. The 
young man sent six powders each containing 
one grain of opium. Next morning the patient 
was no better and the student consulted Dr. 
Aikins who suggested morphine, or ‘‘morphia’”’ 
as it was then named. The dose was discussed 
and one-quarter grain was approved. Instead 
of sending a solution of the drug the young 
man sent another six powders each containing 
three grains of morphine. After fifteen grains 
had been taken Dr. Aikins was called and he 
made heroic attempts to revive the patient. 
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When orthodox methods failed he used hot 
water poured over the patient’s body but the 
patient died nearly a week after taking the 
morphine. The inquest lasted seven days and 
resulted in an indictment for manslaughter 
against the student. At the next assize he was 
acquitted. The editor of The Leader was a bitter 
opponent of Rolph and, in addition to report- 
ing the proceedings in his paper, issued a 
pamphlet for house to house distribution. This 
is a choice bit of invective against Rolph and 
a contrasting glorification of the Trinity pro- 
fessors who had given evidence. 

Three months later the professor of Surgery 
in Trinity gave a patient suffering from 
delirium tremens three and a half grains of 
morphine and left twenty-four ounces of a 
solution one grain to the ounce to be given in 
wineglassful doses every hour until drowsiness 
should ensue. After three doses had been 
taken the solution was made stronger by the 
addition of more morphine. The next day the 
patient died and the professor faced a coro- 
ner’s jury. He too was indicted and spent one 
night in jail. His colleagues justified his treat- 
ment of his patient and the indictment was 
withdrawn. Aside from the astonishing ideas 
of posology the remarkable features of these 
inquests was the hostility existing between the 
two schools of medicine and the contrast in 
evidence given by the same witnesses at both 
inquests. Had Rolph not been in polities this 
hostility might have been modified. As things 
were his colleagues were identified with him. 
Clippings from the Montreal Herald emphasize 
this aspect of the ease. 

The heterogeneous material that has been 
examined before writing this paper would con- 
vince any fairminded person that William T. 
Aikins was a man of original mind, respected 
by the public, admired by devoted students, 
deeply religious in his private life and a great 
teacher. As a surgeon he was inventive, 
thorough and scientific. His contribution to 
medical education in lis lifetime was probably 
greater than of any of his contemporaries in 
his own loeality and compared favourably with 
that of the best in Canada or the United States. 





THE HALIFAX BRIDEWELL* 


H. L. Scammell, M.D. 
Halifax, N.S. 


Have you ever observed The Old Man in the 
Corner? He sits in many homes in Canada. 
He has served his day and generation and now 
he is retired. His tasks are minor in character. 
Depending upon his disposition he is the most 
popular or unpopular member of the house- 








* Read before the Section of Historical Medicine, at 
the Eighty-first Annual Meeting, Halifax, N.S., June 
23, 1950. “ 
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hold. He is rarely garrulous, but his silence 
is appalling in its intensity. Whether it 
realizes it or not, the family universe turns 
about him, his presence, his wants, and his 
demands. 

In a similar fashion the Bridewell of Halifax 
spent its declining years. It came into exist- 
ence in 1757 and it remained in this city for an 
entire century. In its youth it was useful, in 
middle age it lacked distinction, but its 
influence began as it entered the stage of 
senility, and it literally departed this life in 
an aura of glory. Its name was generic in 
character. The original Bridewell was in 
London, England, a decadent mansion con- 
verted to use as a house of correction and hos- 
pital. Its name was adopted for each similar 
institution in Britain. The term indicated 
minor crime, major poverty, and the presence 
of some degree of disease or insanity: as 
features of its custodial atmosphere. 

Although the settlement of Halifax has been 
dealt with quite extensively, and in particular 
during its two hundredth anniversary in 1949, 
little recent attention has been paid to the 
extensive preparations made in organizing the 
expedition to ensure the good health of the 
settlers during the Atlantic crossing, and the 
eare of the ill on arrival. Military expeditions 
making the westward voyage had suffered 
severely from disease, and the terrible fate of 
that led by Due Danville in this very Harbour 
of Chebucto a few years earlier, no doubt 
served as a serious warning to the organizers * 
of this civilian venture. In any ease, the trans- 
ports bearing the colonists were equipped with 
a new system of ventilation, invented by a 
clergyman, which permitted the admission and 
circulation of fresh air below decks. Food and 
water were ample and of good quality. It was 
late spring and the weather was fine. At all 
events the crossing was pleasant, and only one 
death occurred, an almost unprecedented 
record. No less than 15 physicians and sur- 
geons accompanied the settlers with. a number 
of persons skilled in the care of the sick, and 
in particular, a midwife. The supply of medi- 
cal stores, reflecting the care of the sick in that 
day, was ample, almost lavish, in amount. 
Whatever the outcome, Lord Halifax could not 
be reproached with allowing the colonists of 
this bridgehead in the New World to suffer the 
ravages of disease without sufficient care. 


As soon as ground was cleared of forest on 
the shores of this harbour building began. One 
of the first structures taken in hand was a hos- 
pital. Significantly, it was placed just outside 
the stockade erected for protection against the 
Indians. If illness came it was common experi- 
ence that it was infectious and the rate of mor- 
tality high. It was much safer to put the 
hospital outside the congested, fortified area. 
Since the Indians were well aware of the ravages 
of smallpox and usually spied out their objec- 
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tives in advance, it was felt that they would be 
careful to avoid the hospital, so it was erected 
about one hundred yards from the south block- 
house and approximately on the present site of 
St. Matthew’s Chureh on Barrington Street. As 
far as known it was built of logs, not being of 
quite sufficient importance to justify the im- 
portation of its frame from Boston, as in the 
ease of the Chureh of St. Paul. There was soon 
work for the hospital. in the autumn of 1749 
a serious epidemic broke out. Contemporary ac- 
counts of it appear to have been judiciously sup- 
pressed, particularly from the eves of readers 


in England, but from sources available it would, 


appear that there may have been as many as a 
thousand deaths. It must not be supposed that 
these were among the settlers alone. Soon after 
the expedition landed, New England traders de- 
scended upon the settlement in swarms, and 
there is little doubt that many of these were 
victims. In any ease a_ Boston theologian 
ascribed the outbreak to the excessive consump- 
tion of New England rum of vile quality, and 
as he was an eyewitness his testimony up to a 
point is probably correct. One cannot help but 
think that the fatal disease was typhoid. The 
fresh water supply of the settlement came from 
two small streams originating in a large pond 
north west of Citadel Hill. One ran towards 


the harbour along the north wall of the fortified 
enclosure, while the other and larger one was 


south of it, and entered the harbour about one 
half mile from the south gate. In the early 
days of the settlement water would be taken 
from these streams at their lower levels, but 
as clearing proceeded up the hillside, and 
building began, contamination at the higher 
levels was almost certain to occur. In fact a 
contemporary account makes mention of the 
dirty state of the brooks near the salt water 
due to the practice of washing clothes in them 
higher up in their course. Strangely enough 
it does not appear that many persons of im- 
portance died, the fatalities occurring chiefly 
among the unthrifty and useless. 

Once this crisis was passed the hospital ap- 
pears to have languished as a curative institu- 
tion, and we find practically no reference to it 
in this way hereafter. But poverty, a less 
deadly but endemic evil, created a problem. 
From an agricultural point of view the new 
town had little future prospects. It must 
prosper and grow on the navy, the fisheries, 
and trade. Many colonists were unfitted to 
actively engage in these pursuits and old age 
and ill health robbed them of any opportunity 
of earning a living. Not all those who em- 
barked with Cornwallis enjoyed either youth 
or robust health, and both were needed for 
comfortable survival in Halifax two centuries 
ago, so by 1757 a place was necessary for the 
housing of the poor and the sick. It was an 
age for severe punishment for crime, yet mis- 
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demeanours of a minor nature did occur, in- 
sufficient to demand the death penalty or 
prison confinement in its sterner forms. These 
were noted chiefly in females and juveniles. 
To care for all these the Bridewell was built. 
Again with an eye to its use in epidemics it 
was constructed outside the stockade, but 
nearer to it, and about 300 yards north west 
of the hospital. The site is directly behind St. 
David’s Presbyterian Church. The structure 
was of wood, two stories in height and its long 
axis was north and south. 


In the course of time a second building was 
added of similar type. The circumstances of 
a typical admission are displayed in a detailed 
account of the transportation charges from 
Windsor to Halifax dated during 1758. In 
spelling of decidedly phonetic character we 
learn that the person transported was a pauper 
and a female; that she had a sore leg; that the 
journey was made on horseback, a young boy 
riding in front to drive the horse. Some 
quantity of food was consumed on the way, 
and after landing his passenger, the lad and 
horse found lodging over night, before return- 
ing to Windsor, all of which was entered as a 
charge upon the public exchequer. Once ad- 
mitted, the pauper, sick or well, remained 
interminably. The sick were not unpopular, 
for the caretaker was authorized to provide 
extra diet, strong waters, and candles for their 
sustenance and comfort, and to charge extra 
for them. The ordinary diet was plain and 
substantial, if not abounding in vitamins or 
carrying the zest of variety. The institution 
was soon full, but the grim reaper found here 
a field fit for mowing. To care for the numer- 
ous deaths as expeditiously as possible a 
cemetery was started at the very doors of the 
institution. The new Halifax Public Library 
is now erected where once it was. In ordinary 
years it was resorted to frequently, but when 
epidemics like Asiatic cholera struck Halifax 
it was the scene of massive interment. Long, 
deep ditches were dug and the bodies piled 
into them, one above the other. It is recorded 
that a file of soldiers having filled a trench with 
the dead by night left the scene until daylight 
to complete their task. On returning they 
found one of the presumed dead seated on the 
side of the excavation, ill but still very much 
alive. At times like these the Bridewell must 
have surpassed in horror the most active 
powers of our modern imagination. 

On the criminal side there was constant ac- 
tivity. Whipping was inflicted on juveniles and 
females, and as the whipping post was situated 
at the foot of George Street, near the entrance 
to the Dartmouth Ferry, it was frequent to have 
a melancholy procession form and proceed from 
the Bridewell under escort, and to see its even 
sadder return later in the day. Drunkenness 
and prostitution were kindred evils and kept the 
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minor courts busy and the Bridewell occupied 
with its unsavoury product. 

In this fashion the institution continued year 
after year. The cemetery became so filled that 
the stench of ill-covered bodies was a matter of 
complaint. No relief was to be found in the 
aristocratic burial ground on Barrington Street, 
now known as St. Paul’s Cemetery, as it was 
largely filled. The result was Camp Hill Ceme- 
tery on the North Common and the beginning of 
the development of an area that has proved of 
tremendous benefit to the city for the living as 
well as for the dead. 


The Napoleonic wars passed into history and 
still this great abode of poverty, crime and de- 
gradation pursued the ‘‘even tenor of its way’’. 
But there was a social upsurge in England and 
a young man, Charles Dickens, began to write 
of places like the Bridewell and the people it 
eontained. Then came Dr. James Y. Simpson 
of Edinburgh and his publication of the use of 
ehloroform in obstetrics. Less than five months 
later an old lady had an infected thumb ampu- 
tated in the Bridewell by Dr. William Almon, 
the City Medical Officer. She was seated in a 
chair during the entire procedure and on re- 
covery from its effects stated that she had felt 
no pain whatever. The chloroform so admin- 
istered was prepared by James D. B. Fraser of 
Pictou, a local chemist, who proved its efficiency 
by administering it to his own wife in labour. 
All at onee the Bridewell entered the publie eye 
with the newly aroused conscience and sympathy 
for the victims of crime, poverty and suffering. 
In 1855 a group of physicians in the city banded 
together to inaugurate the Halifax Dispensary 
which poor people could visit daily for free 
advice and medicine. Obstetrical care was also 
provided. This great venture continues and 
flourishes today in its 95th year. Miss Dorothea 
Dix of New England carried her crusade for the 
more humane and intelligent care of the insane 
into Nova Scotia. She visited the Bridewell. 
She also addressed the Legislators of the Prov- 
ince, and as a result Mount Hope, now known 
as the Nova Scotia Hospital for the Insane came 
into being in 1856. A number of citizens en- 
gaged a private home to reclaim diseased prosti- 
tutes and maintained it at their own expense. 


In 1849 while thinking of the city’s first 
eentury of life and its celebration, a group of 
its citizens having in mind the Bridewell and 
its inadequacies suggested the erection of a gen- 
eral hospital. Funds were to be raised by public 
subseription for its construction, and it was pro- 
posed to impose a special tax for its mainten- 
anee. Considerable enthusiasm was evoked but 
it soon died down and the only funds actually 
received were collected by the British seamen 
on the ships in harbour for the celebration, 
among themselves, and amounted to fifteen 
pounds. However, a few years passed and the 
threat of a cholera epidemic, recalling previous 
experiences, was an effective stimulant. The 
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result was the erection of the City Hospital on 
the. South Common. The original building, 
opened in 1858, still stands, though greatly en- 
larged, and forms one of the group now com- 
prising the Victoria General Hospital. 

The days of the Bridewell were numbered. 
The Poor’s Committee of the city commended 
the management on operating so well on so little. 
The cost for the year in question was fifteen 
eents per day per inmate and this ineluded all 
salaries and repairs. If all were well, how could 
so much be done for so little? Now robbed of 
all, or nearly all its inmates except the poor, 
these at last received their share of attention, 
and a new and eapacious home on the South 
Common was built, to be operated jointly by 
the city of Halifax and the Provinee of Nova 
Scotia. So ended the Bridewell, just under a 
century ago. 

In its first half century of life it fulfilled the 
social demands of its time. It was only in the 
latter half that it failed to do so and became 
apparent as a horrible example of constituted 
inhumanity. But in its very wretechedness lay 
the way of salvation for it served as a stimulus 
to better things that anything less awful would 
have failed to do. Like the Old Man of the 
House it sat and brooded and its passing marked 
the dawn of a better day. 


THE COUNTING OF SPONGES 


T. L. Fisher, M.D. 


Secretary-Treasurer, Canadian Medical 
Protective Association, Ottawa, Ont. 


In the Canadian Medical Protective Associa- 
tion’s experience over the past two years the 
commonest single cause of trouble which 
necessitated financiai settlement or defence in 
court has been sponges allowed to remain in 
body cavities or wounds. 

For some years the difficulty arose from the 
fact that a comparatively large number of 
surgeons and hospitals felt that a sponge count 
was an unnecessary refinement of the surgical 
art. This has been corrected, generally speak- 
ing, but it still is surprising to learn from sur- 
geons that in some hospitals sponge counts are 
not a routine part of operative procedures. At 
present the difficulty seems to arise out of two 
sets of circumstances. In the most recent case 
reported to the Association an incorrect sponge 
count prior to operation, so that the surgeon 
mistakenly was given thirteen instead of 
twelve sponges, was the reason it was not 
known a sponge had been allowed to remain 
in the abdomen. In a number of eases, how- 


ever, the difficulty arises over small sponges 
used in comparatively superficial wounds, used 
under circumstances where 
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would seem a practical impossibility and in 
situations where it would seem a sponge could 
not be overlooked. The following ease, re- 
cently settled, is an example of the latter kind. 

In March, 1949, a patient was admitted to a 
general hospital for a perineal repair. Under 
general anesthesia an anterior and posterior 
eolporrhaphy with amputation of the cervix 
was done. About a month later, at the time of 
the discharge examination, the vaginal orifice 
was noticed to be small and healing was not 
complete. At the end of another two months 
healing was complete and no discomfort was 
noticed on vaginal examination. 


Six months later the patient reported to 


another doctor because of a continuous vaginal 
discharge, a feeling of pelvic pressure, fre- 
quency of urination and dyspareunia. Exam- 
ination showed a very small vaginal introitus 
and a large tender pelvic mass. The patient 
was admitted to hospital and, again under 
general anesthesia, a longitudinal incision was 
made in the vagina from which it was noticed 
a piece of sponge protruded. This with several 
ounces of pus was removed. The final result 
apparently was good. 

It will be apparent that in a ease of this kind 
there can be no question as to the responsi- 
bility of the surgeon. There were no cireum- 
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stances at the original operation which could 
provide any explanation for leaving a sponge 
in the vaginal wound: there was no urgency, 
no emergency arose during the operation. 
Therefore the Canadian Medical Protective 
Association was in the unfortunate position of 
having to assist the surgeon make the best 
settlement possible. The total cost of the claim 
was $900.00. 

Circumstances such as this should remind 
surgeons of two or three important things. - It 
should be routine at every operation in every 
hospital for a sponge count to be done. If the 
procedure is not routine surgeons should re- 
member that, as the responsibility for error in 
the absence of a count will rest on their 
shoulders, they have the right and the power 
to demand that at least at their operations a 
sponge count shall be done, a permanent record 
of it shall be made and be kept where it will 
be available in the future. In the case of small 
sponges in superficial wounds constant care 
seems the only precaution and it must be exer- 
cised constantly and without exception. It 
will be remembered that in a recent judgment 
of the Supreme Court of Canada it was stated, 
in effect, that a sponge recovered from a larynx 
after tonsillectomy indicates negligence on the 
part of the surgeon. 
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Published in the Interest of Community Medical Service 


Prepared by the Public Relations Committee of the Canadian Medical Association 


WHAT'S ALL THIS FUSS ABOUT PUBLIC RELATIONS? 


Many community leaders are not convinced 
of the need for an organized public relations 
program for their business or their profession. 
Doctors are not an exception and many of them 
regard organized public relations with 
suspicion. 

Oh, yes, these doctors recognize that public 
opinion favourable towards the profession is 
desirable but they believe that there is no need 
to seek it. ‘‘Perhaps more than any other, our 
profession operates in the public interest,’’ 
they say. ‘‘The public knows that. Therefore 
publie opinion about the profession automati- 
cally is good.’’ 

Superficially that attitude is 
But let’s examine it. 

Public opinion about the medical pro- 
fession is based on two factors: good perform- 
ance by the profession, and public knowledge 
of that performance. If those conditions exist 
public opinion about the profession should, 
indeed, be favourable. But do those conditions 
exist ? 


reasonable. 


Performance 

Not long ago good practice of medicine was 
all that was expected from doctors. If a man 
treated his patients with competence and 
humanity, his standing in the community was 
assured. And since most doctors did just that, 
the reputation of the profession was high. But 
competent practice is no longer enough. 
Sociological, political and economic tides have 
carried the profession into broader and more 
turbulent seas. The profession’s performance 
now must be judged from two aspects: pro- 
fessional conduct and what, for lack of a more 
specific term, we might call community rela- 
tions—the complicated interplay of all socio- 
logical, political and economic forces at work 
in the world today. 


How does the profession measure up to these 
two standards? 
1. Professional conduct? The Canadian pro- 


fession’s reputation in scientific medicine and 
medical practice is, as it long has been, high. 
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But it is not high enough. The trouble is 
that as the standard of medical excellence in- 
creases, the public expects just that much more 
of doctors. The penalty of leadership is the 
necessity for continuing improvement. That is 
the responsibility of any true ‘‘profession’’. 


Doctors must be certain that their high 
standards are not only maintained but in- 
creased. And they must penalize any de- 
parture from those standards by any member 
of the profession. As an influential American 
editor said recently: ‘‘The public has such a 
high regard for the profession that doctors 
cannot afford to protect the individual who 
isn’t living up to their professional ideals’’. 


2. Community relations? The profession can 
no longer simply follow the beacon of science. 
Earlier excursions into community relations, 
such as the great public health developments, 
were despite their inevitable political nature, 
largely the natural extension of scientific 
advances. 


But now medicine is in the political theatre 
and it was not led there by science. Medicine 
may not like this public appearance but 
political spotlights are on it, and they’ll remain 
on it. Medicine must learn its new rdéle—and 
quickly. 


The casting director responsible for this new 
réle is the public. There’s no use in blaming 
the politicians—they are merely the voices of 
the public. The reason behind it all is the 
publie’s desire for a greater measure of medi- 
eal care security. It is a real desire and it 
must be answered. 


This new role is a magnificent opportunity 
for the profession. By answering that need 
for medical care security the profession can 
demonstrate its right to leadership and greatly 
enhance its reputation. If the profession does 
not answer the need, the government will, and 
the profession’s leadership and reputation will 
suffer. 


The organized profession is meeting the situa- 
ation. It has answered the needs of the public 
through professionally-sponsored medical care 
plans. Or rather, it has made the answer to 
that need available. But no one would say 
that the plans, as they now exist, have 
answered those needs completely. More sup- 
port from individual doctors, greater patient 
participation and less selective coverage are 
necessary if the medical care plans are to be 
effective. Only active participation and pro- 
motion by individual doctors ean accomplish 
that. 


Prepaid medical care plans are just one of 
the facets of the profession’s new role, though, 
perhaps, the most important one. The whole 
broad field of community relations is now the 

eresponsibility of every doctor. His future pro- 
fessional progress and standing will depend as 





much on his performance in that field as in the 
field of scientific medicine. 


Public Knowledge 


But no matter what steps the profession 
takes to meet these new responsibilities, they 
will be virtually valueless unless the public 
knows about them. The public is the final 
arbiter of the profession’s performance and it 
can not pass judgment unless it is supplied 
with information. Worse still, the public may 
be supplied with misinformation. 


The fact that Alberta is proposing to take a 
hand in the licensing of the professions demon- 
strates that some people, at least, have not 
been supplied with the facts. 

The objectives of the profession’s public 
relations program should be to supply the 
publie with the facts, all the facts, so that the 
public, and through them the legislators, can 
judge fairly. 

Medicine has nothing to hide. But to give 
any appearance of hiding things will only 
arouse suspicion. In the first issue of ON 
CALL we quoted a Canadian editor. His 
opinion is worth repeating. 


‘*Misunderstanding leads to fear. And fear breeds 
resentment. No profession can afford resentment 
today—there are too many people eager to make use 
of group resentment for their own purposes. More 
understanding of doctors, individually, and the pro- 
fession as a whole would be a good thing all around. 
Doctors need to polish up their public relations. ’’ 


The basis of good public relations is simple— 
good performance and public knowledge of it. 
But this is not easy to accomplish. It requires 
constant vigilance by every doctor and by 
every medical society. The standard should 
be: how will this affect the profession’s repu- 
tation and how can we make sure that the 
public understands what we are doing? 

If Canadian doctors take the public into 
their confidence, they will be rewarded with 
confidence. 

Government licensing.—The Alberta govern- 
ment has proposed to take licensing powers 
for professions such as medicine and law out 
of the hands of the professional societies. One 
reason given for the proposed change is that 
the societies have been slow to grant licences 
to qualified Europeans. 

There is good reason to believe that the 
medical profession, in most provinees, has been 
more than fair in considering applications from 
European doctors. Examinations are thorough 
and the standard is protection of the publie. 


But unless people are aware that such exam- 
inations are for their protection and not for 
the benefit of the profession, support of the 
Alberta proposal may lead other provinces to 
take similar action. 


Professional societies operate, or 
operate, in the interests of the public. 


should 
And so 
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the public has a right to know what they are 
doing. If it does not know, it cannot judge 
competently and so may form an unsound 
judgment. The day is long past when the pro- 
fessions are accountable only to themselves. 

Those emergency telephone services. — The 
American Medical Association held its third 
annual medical public relations conference in 
Cleveland in December and a representative of 
C.M.A. attended. The keynote of the confer- 
ence was public relations activities by county 
societies. According to the county representa- 
tives there is nothing mysterious about good 
publie relations. 


It is based on service to the public and runs 


all the way from grievance committees to 
emergency telephone services. 

The telephone service is a fundamental need 
and is, the representatives believe, essential to 
good public relations. 

Some services recommend the panel system, 
using only volunteers; some use all GP’s on 
society roster plus all specialists with less than 
10 years in their specialty. 

The key to a successful service, apart from 
impartiality and efficiency, is making the tele- 
phone number well known to the public. Most 
services advertise regularly, using small space 
and spot radio announcements. These ads, as 
it is felt, do a double job. They get the number 
well known but, more important, they do a 
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good public relations job for the profession by 
drawing attention to the doctors’ concern that 
all those who need medical service in a hurry 
ean get it. 

Ivory towers?—Doctors at the Cleveland con- 
ference heard a lot of criticism from both lay 
and medical speakers. 

Here are some of the comments: 

‘‘Doctors have an obligation beyond that of 
providing good medical care for their pa- 
tients.’’ 

‘‘Doctors are too aloof, and are unaware of 
the new currents of social thought.’’ 

‘‘There’s too much false dignity in the pro- 
fession.’’ 

‘“We must consult more with lay people.’’ 

‘*Medicine’s aloofness causes many troubles.’’ 

‘‘We must learn to co-operate with lay 
groups and on public projects.’’ 

‘‘Doctors have special privileges — they 
must also recognize that they have special 
obligations.”’ 

‘‘Doetors regard discussion of medical sub- 
jects by the laity as unwarranted interference. 
That attitude is no longer valid.’’ 

‘*All too often doctors are accused of pro- 
tecting the unscrupulous and incompetent in 
their ranks.’’ 

‘‘We must take the people into our confi- 
dence and show that we have nothing to hide.’’ 

‘‘Come down out of your ivory towers.’’ 





en devoir 


POURQUOI! TOUT CE FRACAS A PROPOS DE RELATIONS PUBLIQUES? 


Nombreux sont les meneurs d’hommes qui ne 
eroient pas a la nécessité de promouvoir de 
bonnes relations avec le public dans leurs af- 
faires ou leur profession. Les médecins ne for- 
ment pas d’exception 4 cette régle et beaucoup 
d’entre eux voient ces relations d’un mauvais 
eil. 

Sans doute reconnaissent-ils désirable que 
l’opinion publique leur soit favorable mais ils 
n’estiment pas qu’il y ait besoin de la solliciter. 
Ils disent: ‘‘Plus que toute autre peut-étre, 
notre profession travaille dans 1’intérét public. 
Le public, lui, sait cela. C’est pourquoi il a 
une bonne opinion du médecin, il ne saurait en 
étre autrement.”’ 


A premiére vue cette attitude parait logique. 
Mais considérons-la avec attention. L’opinion 
publique sur la profession médicale repose sur 
deux propositions: la profession s’acquitte bien 
de sa tache, et le public est tenu au courant de 
cela. Si tel est le cas il n’y a rien d’étonnant 
que l’opinion publique soit favorable a la pro- 
fession., Mais ces deux propositions sont-elles 
vraies ? 


Le rendement du médecin 


Tout. ce qu’on exigeait naguére des méde- 
eins était qu’ils fussent de bons praticiens. 
Traitaient-ils leurs patients avec compétence et 
humanité qu’ils jouissaient de 1’estime de leurs 
concitoyens, e’est pourquoi la profession, toute 
a son devoir, avait alors une réputation des plus 
enviables. Mais il ne suffit plus de nos jours 
d’étre un praticien compétent. Des courants 
sociologiques, politiques et économiques ont em- 
porté la profession dans des mers plus vastes et 
plus turbulentes. On juge maintenant ses actes 
d’un double point de vue: la conduite profession- 
nelle et les relations du médecin dans la com- 
munauté—un entre-croisement complex de toutes 
les influences sociologiques, politiques et éco- 
nomiques qui sont de nos jours en jeu dans la 
vie moderne. 


La profession est-elle 4 la hauteur de cette 
situation ? 


1. Conduite professionnelle?—Comme elle 1’a 
longtemps été au Canada la réputation du méde- e 
ein se maintient haute, qu’il s’agisse du cher- 
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cheur ou du praticien. Mais elle n’est pas encore reléve maintenant de chaque médecin. C’est 


assez haute. Plus le public se fera une concep- 
tion élevée du médecin, plus elle exigera de lui. 
Noblesse oblige et les meneurs se doivent de 
s’améliorer sans cesse. C’est la la responsa- 
bilité de toute véritable ‘‘profession’’. 


Il importe aux médecins non seulement de 
maintenir mais de rehausser davantage leur 
niveau spirituel, puis d’appliquer des sanctions 
& ceux des leurs qui dérogeraient 4 |’honneur 
professionnel. Ainsi qu’un rédacteur américain 
disait récemment: ‘‘Le public tient les médecins 
en si haute estime qu’ils ne peuvent se permettre 
d’accorder leur protection a l’individu que 
dévierait du droit chemin.’’ 


2. Relations avec la communauté.—Le méde- 


cin ne peut plus désormais se borner a suivre 
le phare de la science. Bien qu’elles aient été 
fatalement inspirées par la politique, les pre- 
miéres approches dans le domaine des relations 
publiques, telles que les grandes réalisations de 
la santé publique, étaient le prolongement na- 
turel des progrés de la science. Mais aujour- 
d’hui la médecine est dans le domaine politique, 
et ce n’est pas la science qui l’y a conduit. Elle 
peut ne pas goiiter cette entrée dans la sphére 
publique mais la politique a braqué sur elle ses 
projecteurs et entend bien les y laisser. La. 
médecine doit apprendre son nouveau role—et 
sans tarder. 

C’est le public qui s’est chargé de le lui 
donner. I] ne sert a rien d’en blamer les poli- 
ticiens—ils ne sont que ]’instrument du public. 
Car e’est fondamentalement le désir du public 
de s’assurer des soins médicaux sur une plus 
haute échelle. Ce désir est réel et il doit étre 
satisfait. 


Ce nouveau roéle présente 4 la profession une 
magnifique opportunité. En garantissant ces 
soins médicaux elle prend un poste de commande 
qui grandit son renom, refuse-t-elle au contraire 
de satisfaire 4 ce besoin, e’est le gouvernement 
qui s’en chargera, au détriment de la grandeur 
et du bon renom de la profession. 


La profession dans son ensemble fait face a 
la situation. Elle a repondu aux besoins du 
public grace 4 des soins médicaux émis sous les 
auspices de la profession elle-méme. Ou plutot, 
elle a rendu réalisable la réponse 4 ce besoin. 
Personne n’est en mesure d’affirmer cependant 
que les plans, tels quels, ont comblé toutes les 
lacunes. Pour atteindre cet objectif il est néces- 
saire que les médecins individuellement prétent 
davantage leur appui, qu’il y ait une participa- 
tion plus active des patients et une sélection 
moindre des eas. Seul 1’effort individuel des 
médecins et leur encouragement obtiendront ce 
résultat. 


Les plans de soins médicaux payés d’avance 
ne sont qu’un des aspects du nouveau réle de 
la profession, bien que le plus important peut- 
étre. 


Le vaste domaine des relations publiques 








par la aussi bien que par son art et sa science 
qu’il atteindra les sommets de sa profession. 


Un public informé 


Il est illusoire et vain que les médecins fassent 
quoi que ce soit pour remplir leur nouvelles 
obligations si le public n’en n’est pas informé, 
ear ¢’est lui qui juge en dernier ressort les actes 
de la profession. I] importe done qu’il ait tous 
les renseignements véridiques que possible. 

Le but du programme des relations de la 
profession médicale avee le public devrait étre 
de fournir 4 ce dernier les faits, tous les faits, 
en sorte qu’il lui soit possible, ainsi qu’aux 
législateurs, de rendre de sains jugements. 

La médecine n’a rien 4 cacher, mais donner 
l’impression de cacher quelque chose ne servirait 
qu’a éveiller les soupcons. Dans le premier 
numéro de EN DEVOIR nous ecitions |’opinion 
d’un rédacteur canadien; elle vaut d’étre 
répétée. 

‘‘Les malentendus incitent Aa la crainte. Et la 
crainte engendre le ressentiment, un luxe que ne peut se 
payer aucune profession—car trop de gens s’empres- 
seront de le faire servir & leurs propres fins. Une 
meilleure compréhension des médecins pris individuel- 


lement ou en groupe serait un bienfait. I] importe que 
les médecins assouplissent leurs relations avec le public.’’” 


La base des bonnes relations publiques est 
simple—hbesogne bien faite et mise du public au 
courant. Peu facile 4 atteindre, ce double ob- 
jectif exige une grande vigilance de la part des 
médecins et des sociétés médicales pour ne pas” 
faire atteinte au bon renom de la profession et 
s’assurer de la compréhension du_ public. 

Si les médecins canadiens font confiance au 
public, celui leur accordera confiance 4 son tour. 

Incence du Gouvernement.—Le gouvernement 
de 1’Alberta s’est proposé d’enlever aux sociétés 
professionnelles le pouvoir d/’octroyer des 
licences aux professions telles que la médecine et 
le droit. Un raison, invoquée pour cela est a 
Veffet que les sociétés se sont montrées peu em- 
pressées d’accorder des licences 4 des. Européens 
qualifiés. 

On a raison de croire que dans la plupart des 
provinees on a étudé a leur mérite réel les re- 
quétes provenant des médecins européens. Les 
examinateurs ont été consciencieux et soucieux 
de la protection du public. Mais 4 moins que 
celui-ci ne sache bien que de tels examens ont 
pour but sa protection et non l’intérét de la 
profession, il est possible que d’autres provinces 
suivent l’exemple de 1’ Alberta. 

Les sociétés professionnelles opérent, ou de- 
vraient opérer dans |’intérét du public, et par 
conséquent celui-ci a le droit de savoir ce qu’elles 
font, sinon il aura tendance a porter de faux 
jugements. Le temps est depuis longtemps 
révolu ot: les professions n’étaient responsables 
qu’envers elles-mémes. 

Les Services d’Appels Téléphoniques d’Ur- 
gence.—Au mois decembre, 4 Cleveland, un rep- 
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résentant de la C.M.A. assistait 4 la troisiéme 
conférence annuelle de 1’American Medical As- 
sociation sur les relations médicales publiques. 
La note dominante de la conférence donna sur 
les activités locales de comté dans ce domaine. 

Il n’y a rien de bien mystérieux dans toute 
cette affaire, a-t-on dit, il est tout bonnement 
question de servir le public, 4 partir de la eréa- 
tion de comités des griefs jusqu’aux services 
téléphoniques d’urgence. Ces services rencon- 
trent un besoin essentiel tant par lui-méme que 
pour les bonnes relations avec le public. 

Pour couronner de suceés un tel service, |’im- 


partialité et l’efficacité mises 4 part, il importe.. 


surtout que le numéro d’appel soit bien connu 
du public. <A cette fin, la plupart des services 
utilisent réguliérement les annonces dans les 
journaux et a la radio. Un double but est ainsi 
atteint, pense-t-on. Ces annonces font bien con- 
naitre le numéro, mais ce qui est plus important 
encore, elles signifient au public qu’il lui est 
loisible de se prévaloir des soins médicaux d’ur- 
gence dans le plus bref délai possible. 

Tours d’Ivoire?—A la conférence de Cleve- 
land des critiques nombreuses furent entendues 
aussi bien des profanes que des médecins. Voici 
quelques-une de ces commentaires : 

‘*Les médecins sont astreints 4 un autre devoir 
que celui de procurer des soins médicaux a leurs 
malades. ’’ 

‘“Les médecins sont trop distants et mal in- 
formés des courants modernes de 1’idéologie 
sociale ”’ 

‘Tl y a trop de fausse dignité dans la pro- 
fession.’’ ‘ 

‘Lattitude distante de la médecine est une 
source de grands ennuis.”’ 

‘*Tl nous faut apprendre a coopérer avec les 
groupements profanes et les consulter davan- 
tage.’’ 

‘‘Les médecins jouissent de priviléges spéciaux 
et ils doivent aussi réaliser qu’ils ont des obliga- 
tions spéciales.’’ 

‘‘Les médecins considérent comme une ingé- 
rence indue la discussion de questions médicales 
par les profanes. Cette attitude n’a plus sa 
raison d’étre.’’ 

‘‘Trop souvent les médecins sont accusés de 
protéger leurs confréres manquant de compé- 
tence et d’honnéteté.’’ 

‘*Nous devons faire confiance au peuple et lui 
montrer que nous n’avons rien a cacher.’’ 

‘‘Descendez de vos tours d’ivoire.’’ 


CORRESPONDENCE 
The Medical Audit 


To the Editor: 


Your editorial on Medical Audits in the December 
issue was intended obviously to indicate some of the 
difficulties associated with the regular taking of a medi- 
eal audit by a hospital staff. We would sincerely hope 
that your readers would not feel discouraged about 
setting up an adequate audit, or gain the impression 
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that an audit is not worth the trouble. Business audits 
are not always easy to do either, yet no business firm 
would think of dispensing with this essential analysis 
of the year’s work. 

A medical audit is simply an analysis of the clinical 
work done in the Hospital (and the results therefrom) 
over a given period of time and a comparison of these 
findings with known average experiences elsewhere under 
comparable conditions, or with the MHospital’s own 
record in previous years. It is of definite significance, 
and worthy of further investigation, if the Hospital’s 
surgical mortality is above recognized upper limits for 
the average general hospital. Or the incidence of 
Cesarean sections, of stillbirths or of postoperative in- 
fections may be out of line. Is there too high a 
mortality from pneumonia, from thyroidectomy or from 
prostatectomy? In what percentage of instances does 
the laboratory report the tissue submitted as normal? 
This information is invaluable to a medical staff 
endeavouring to improve the quality of its work. There 
may be explanations which fully explain these findings— 
a respiratory epidemic, a faulty sterilizer, or an unusual 
grouping of cases. But the explanation may not be 
obvious and further investigation could then be made. 

This analysis does not necessarily require the services 
of an outside investigator. Dr. Farish has done some 
excellent work as a medical auditor and, for special 
investigations, a competent outside auditor with no local 
bias may be advisable. The general audit, however, can 
be made by the Hospital itself through the Records Com- 
mittee and the medical records librarian. The latter 
would assemble the relevant data and the Committee 
would then find it a comparatively: simple task to 
analyze the results. Such an audit should be made 
annually at least and more often if there is a suspicion 
that all is not well in some departments. Sometimes 
when it is considered necessary to cneck the work of 
individual doctors as well as the over-all record, the 
doctors involved are designated by letter or number only; 
this preserves a measure of anonymity for the individual 
when an audit is to be presented to the active staff as a 
whole; however, if some measure of control or further 
checking seems indicated, it is obvious that the Cre- 
dentials Committee and the Chief of the service con- 
cerned must know the individual concerned. 

If, for local and personal reasons, it would seem 
desirable that the evaluation of the work of a service 
or of certain of its members should be done by an out- 
side investigator or group, the study could be made (a) 
by someone doing this work on a professional basis, or 
(b) the county or district medical society, or the pro- 
vincial medical association, could be asked to name a 
committee to appraise the data compiled. This must 
be done carefully and with due regard to the circum- 
stances in each case. Except for such unusual instances, 
annual or quarterly routine audits could be done very 
readily by the Staff itself. Actually, a local Committee, 
if unbiased and prepared to let the chips fall where 
they may, should be best able to interpret all of the 
factors, for cold statistics often tell but part of the 
story. It is to be regretted that so few of our Medical 
Staffs have reauy conducted an adequate audit of their 
own work. Harvey AGNEW 


On the Patient 
To the Editor: 


I have read with great interest, the article ‘‘On The 
Patient’’ by Dr. Jean Saucier in the October copy of the 
Journal. To my mind, this is one of the best articles 
that has been printed in a long time, and I think it 
should be compulsory reading for every senior medical 
student as well as the general practitioner, and more 
particularly, I think it should be read by every specialist. 
Too many patients come back after having been to see 
a consultant with the statement that the specialist did 
not explain anything. 

May I add that there are few copies of the Journal 
which I do not read from cover to cover. W.H. BirKs 
Bowmanville, Ont. 
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Varicose Veins 
To the Editor: 

My recent book on Varicose Veins has received a flood 
of superlative criticism which has embarrassed me. . 
Many are kind enough to describe this book as being 
a-standard reference volume and in particular they call 
attention that I have been able to-make a successful 
attempt to present the views of others as well as my own. 
When an author sends his book for review he should be 
prepared to accept all criticism, whether good or bad, 
with equanimity, and I have no complaint with your 
anonymous reviewer stating that in his opinion my 
book is ‘‘but a mediocre treatise which can find but 
little favour’’. This is his personal view, and although 
he disagrees with all others he has every right to state 
his opinion in this manner. My only difference with 
him is that he has not only failed to read this book 
right through but he also, in my opinion, demonstrates 
that he could not at any time have worked in a varicose 
vein clinic. These statements you may feel to be some- 
what sweeping and if you will allow me I will elaborate 
on these two points. 

Firstly ‘‘that my remarks are confined to my own 
views’’. Your reviewer apparently overlooked the fact 
that the author’s index alone contains between three and 
four hundred names of those interested in the subject 
who are mentioned in this book. In addition there are 
probably more references at the end of each chapter 
than in any other book on the subject. Needless to say, 
their views could not all be included completely since 
this would convert the book into an encyclopedia. 

Turning to the second point, ‘‘chapters on thrombo- 
phlebitis, pulmonary embolism and anti-coagulant ther- 
apy would appear to be unnecessary’’, surely, no one 
with experience of varicose vein clinics would make 
such a statement, thrombophlebitis being one of thé 
most distressing postoperative complications to mention 
but one angle? Pulmonary embolism is a complication 
of this condition which in modern times should be given 
the benefit of anti-coagulant therapy. 

It is not out of any spirit of pique or conceit that I 
question your anonymous reviewer’s views, but I think 
out of fairness to your readers the points I have raised 
should be brought to their notice. I feel I have a right 
to ask you kindly to publish this letter. That which is 
stated in the preface I mean with all sincerity: ‘‘If 
this book serves only to stimulate interest in what is 
thought by some to be a dull subject, I shall be more 
than content.’’ R. RowDEN Foote 
137 Harley St., London. 


Medical Evidence in Intoxication 


To the Editor: 


In your January issue, I was very much interested 
in Dr. Donald MacKay’s letter on medical evidence in 
the case of the drunken driver in our courts, and I 
would like to give my support to Dr. MacKay’s good 
work in bringing this subject to public attention. Like 
Dr. MacKay, in my work as a municipal official, I have 
had oeceasion to examine drivers charged with drunken- 
ness, and then have appeared in court several weeks 
later to give evidence in the trial. It is an exasperating 
experience to examine such an accused and later appear 
at his trial, only to have the medical evidence ridiculed 
and negated by a lawyer, who had not seen the accused 
person in his aleoholie state. Too often these cases are 
casually dismissed by the magistrate. 

Dr. MacKay makes a good point in mentioning the 
attitude developing among police constables. From my 
conversation with them, I too know even conscientious 
officers are becoming reluctant to arrest drunken drivers, 
for they say: ‘‘Why bother? On the witness stand some 
sharp lawyer just makes a fool of us, and the judge 
throws out the ecase’’. Some magistrates don’t seem 


to consider a person intoxicated unless he is unconscious. 
To those of us who know what harm a drunken driver 
ean do, this is a lamentable state of affairs. It_is 
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earnestly to be hoped that the medical profession can 
develop a standard form of examination, both clinical 
and chemical, that will be acceptable in any of our 
courts. 

It is interesting to note that in a recent press re- 
lease from Toronto, it was stated that a physician can 
be held liable for assault if he takes a sample of blood 
or urine from the accused without his consent. One case 
in which I appeared was dismissed on the technicality 
that the accused had not been formally warned at the 
time of my examination that the findings could be used 
against him later. In this case, I was not allowed by 
the court even to present my clinical findings, this, after 
spending a long morning in the court room waiting to 
testify. 

Probably all physicians called upon to do this type 
of examination would welcome a thorough study of the 
problem, and the development of standardized termin- 
ology, procedure, and record form. M. B. DONALDSON 
Montreal. 


SPECIAL CORRESPONDENCE 
The London Letter 


(From our own correspondent) 


THE TUBERCULOSIS PROBLEM 


The Tuberculosis and Diseases of the Chest Group 
Committee of the British Medical Association has 
recently published a report on Tuberculosis and the 
National Health Service, in which the inadequacy of 
the present position is described as ‘‘a national 
seandal which can no longer be viewed with com- 
placency’’. The report proceeds to outline a compre- 
hensive policy for dealing with the situation. The 
essence of the scheme is the ‘‘ chest clinic’’ which will 
replace the tuberculosis dispensary. Such clinics 
should be associated with general hospitals, and the 


optimum population served by each clinic would be’ 


200,000 in urban areas and less in rural areas. Among 
the principles laid down for the development of these 
elinies are the provision of a complete service com- 
prising all aspects of chest and tuberculosis work, pro- 
vision of an efficient follow-up service, and mainten- 
ance of close liaison with local general practitioners. 

With his typical obtuseness and hypersensitivity to 
criticism, the Minister of Health has castigated the 
chairman of the committee for a summary of the 
report which was broadcast by the B.B.C. If this is 
the spirit in which a constructive and detailed report 
by experienced tuberculosis workers is received by 
those in authority it is not surprising that an increas- 
ing section of the community is beginning to wonder 
whether there is any hope left of this appalling prob- 
lem ever being dealt with. 

As a corollary, it is interesting to note that the 
Minister of National Insurance has accepted the 
recommendation of an expert committee that nurses 
and certain other workers whose employment involves 
close and frequent contact with tuberculous infection, 
should be covered under the Act against disease due 
to such infection. In other words, for the prescribed 
workers, tuberculosis is now an industrial disease. 


A NEW POSTGRADUATE CENTRE 


London University has just acquired a site in Blooms- 
bury on which it proposes to build in due course head- 
quarters for the British Postgraduate Medical Federa- 
tion. In addition to being an administrative centre, the 
new building will contain a refectory and common- 
rooms. The site is a most appropriate one in view of 
the large number of Dominion postgraduates in London, 
as it is almost opposite London House, the hostel for 
Dominion postgraduates. A further advantage is that 
it will be within easy access of the Institutes of Child 
Health, of Neurology, of Ophthalmology, and of Laryng- 
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ology and Otology. Unfortunately, there is no mention 
yet of any date on which building operations will be 
started. 


GAMMA GLOBULIN AND MEASLES 


A controlled study of the relative values of gamma 
globulin and of adult serum in the prophylaxis and 
attenuation of measles has just been completed in 
children aged 6 months to 5 years in day nurseries. Of 
212 susceptible measles contacts who received gamma 
globulin (225 to 450 mgm.), 31.6% developed measles, 
and 94% of these showed ‘‘excellent or satisfactory 
modification’’. Of 215 contacts who received adult 
serum (5 ml.), 57.2% developed measles, and 48.9% of 
these showed no evidence of modification. Reactions 
were minimal and unimportant, and no serious compli- 
cations were noted in the globulin group. This is the 


first, if somewhat belated, large-scale controlled trial’ 


in this country. Because of the complexity and cost of 
producing human gamma globulin, supplies will be re- 
stricted, and it is proposed that they should be reserved 
for contacts in hospitals and for children whose health 
is such that an attack of measles would endanger their 
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life. For general use, adult serum or plasma will need 
to be used. 


THE PERIOD OF GESTATION 


Medico-legal circles have been perturbed of late by 
the tendency for the Courts to admit periods of gestation 
of increasing length. The climax was reached when a 
husband petitioned for divorce on the grounds that he 
could not have been the father of his wife’s second child 
because of his absence abroad. If he had been the 
father, the period of gestation would need to have been 
at least 360 days. The petition was dismissed in the 
first instance by the Divorce Commissioner. The case 
ultimately reached the House of Lords, and by a 
majority of four to one the husband’s appeal has been 
allowed. This means that the longest period of gesta- 
tion so far admitved by British courts, in 1949, is 349 
days. It is interesting to note that in 1887 the normal 
period was taken to be 270 to 275 days. As has been 
pointed out, the main variable factor which has per- 
plexed the Courts of recent years has been the possible 
interval between coitus and fertilization. 

London, January, 1951. WILLIAM A. R. THOMSON 





ANNUAL MEETING 


MONTREAL 
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APPLICATION FOR ACCOMMODATION * 


CANADIAN MEDICAL ASSOCIATION 
Montreal, June 18 to 22, 1951 


Mail this Form direct to: 


The Montreal Tourist and Convention Bureau Inc., 


Room 923, Dominion Square Bldg., 
1010 St. Catherine St. W., Montreal 2, Que. 


Please reserve the following for C.M.A. Convention: [] Single [] Double [] Twin Beds [] Suite 


Arriving Montreal 


(hour) 


persons 


A.M. Date of Departure 
P.M. 


PLEASE RESERVE EARLY! 


Single reservations will be assigned to twin-bedded rooms for occupancy by two persons 
when the supply of single rooms allotted to this convention is exhausted, 


This application is submitted by me as: 


(a) Member of Executive Committee 


(b) Delegate to General Council 
(ec) Contributor to Scientific Program 


* List of hotels in previous issues. 
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ABSTRACTS FROM CURRENT 
LITERATURE 


Medicine 


Psoriatic Arthritis. Nunemaker, J. C. and Hartman, 
S. A.: Ann. Int. Med., 33; 1016, -1950. 


The coexistence of rheumatoid arthritis and psoriasis 
has long been recognized, and while uncommon has been 
the subject of many reports in which the question of the 
causal relationship of the two diseases has been dis- 
cussed. Psoriasis also appears to be responsible at times 
for a joint disease which is not rheumatoid arthritis, 
and the authors report a case which is well-documented 
and well illustrated. They offer it in support of this 
conception that psoriasis may cause joint changes which 
are distinct from rheumatoid arthritis. This they 
denominate ‘‘pure’’ psoriatic arthritis. The distin- 
guishing features of this disease are: (1) The skin 
lesions precede the joint lesions of many years. (2) 
The skin and joint lesions undergo synchronous re- 
missions and exacerbations. (3) The joint changes are 
limited solely to the terminal interphalangeal joints of 
those fingers in which the nails show major psoriatic 
change. (4) No other joints in the body show clinical 
or roentgenological evidence of disease. 

D. E. H. CLEVELAND 


Prophylaxis of Rhus Toxicodendron Dermatitis. Hoag- 
land, R. J.: .New England J. Med., 242): 130, 1950. 


The literature on the subject is reviewed and the 
results presented of a study carried out by the author on 
three groups of West Point cadets. Group one consisted 
of 33 cadets who had had poison ivy dermatitis the 
previous summer and who were to spend the following 
summer in the same_ ivy-infested neighbourhood. 
Twenty-one received prophylactic inoculations and 
twelve served as controls. Dermatitis subsequently de- 
veloped in 54.4% of the controls and in 66.6% of the 
inoculated group. Group two consisted of 34 cadets who 
stated that they had previously had poison ivy derma- 
titis but, unlike the first group, had not previously been 
seen with the malady by the author. In addition this 
group included two cadets who desired prophylactic 
inoculation even though they had never experienced the 
disease. Dermatitis subsequently developed in 50% 
(including the two who had never previously experienced 
it). Group three consisted of 21 inoculated upperclass- 
men who were not spending the summer in the same 
infested camp area as groups one and two. Despite the 
better environment and the protective inoculation 24% 
of this group developed ivy dermatitis. 

The author concludes that the evidence in favour of 
the value of prophylactic inoculation against poison ivy 
dermatitis is uncertain and not sufficient to compensate 
the patient for the inconvenience of its administration. 

NORMAN 8. SKINNER 


Abdominal Angina. Berman, L. G. and Russo, F. R.: 
New England J. Med., 242; 611, 1950. 


Abdominal angina is analogous to angina pectoris 
and may account for a large number of undiagnosed 
eases of abdominal pain and distress, particularly in 
elderly patients. Severe arteriosclerosis with hyper- 
tension and superimposed vasospasm, causing ischemia 
of the bowel musculature, forms a mechanism for the 
causation of cramps or ill defined pain with bloating 
and dyspepsia. The process of digestion represents 
exercise for the bowel and pain may come on one to three 
hours after eating, depending on the segment of the 
bowel involved. The condition may progress to infarc- 
tion of the mesentery, similar to myocardial infarction. 

The literature is reviewed and two cases presented. 
In one, in which an exploratory operation was done in 
an interval period, a healed infarct of the middle por- 
tion of the jejunum was found and the patient has 
subsequently done well over a nine months’ period. In 
the second case, a correct preoperative diagnosis of ab- 


dominal angina, progressing to mesenteric infarction, 
was made and infarction of a localized segment of the 
jejunum found at operation. NorMAN S. SKINNER 


Therapeutic Experiences with Subacute Bacterial 
Endocarditis with Special Reference to Failures. 
Littmann, D. and Schaaf, R. S.: New England J. 
Med., 243: 248, 1950. 


Results in the treatment of subacute bacterial endo- 
carditis for the three year period 1947-49 are compared 
with those of the preceding three years. The importance 
of early recognition and adequate dosage of anti- 
biotics are stressed as essential to secure good results 
not only in effecting sterilization of the infection but 
also to prevent permanent structural damage. Of 23 
deaths 17 were due to irreversible cardiac, renal or 
cerebral changes, even though the blood cultures became 
negative. In the remaining six fatal cases where infec- 
tion continued active four were considered due to truly 
resistant organisms. 

Factors which militated against recovery were poor 
nutrition, serious heart disease, uremia and congestive 
failure. While widespread use of antibiotics has reduced 
the incidence of subacute bacterial endocarditis by about 
50% cases encountered now tend to be much more 
resistant. NORMAN 8. SKINNER 


Bile Peritonitis Complicating Needle Biopsy of the 
Liver. Gallison, D. T. and Skinner, D.: New England 
J. Med., 243: 47, 1950. 


Needle biopsy of the liver is not a diagnostic measure 
to be taken lightly as 17 deaths have taken place in 
about 4,900 cases, comprising a mortality of 0.35%. <A 
ease report is presented in detail of bile peritonitis re- 
sulting from penetration of a superficial bile duct by 
the biopsy needle. NORMAN S. SKINNER 


Surgery 


The Grave Spinal Cord Paralysis Caused by Spinal 
Anezsthesia. Kennedy, F., Effron, A. S. and Perry, 
G.: Surg., Gynec. & Obst., 91: 385, 1950. 


The enthusiastic approval of spinal anesthesia has 
been dampened in recent years by the reporting with 
increasing frequency of complicating headaches, paraly- 
sis and pain. These are more severe and frequent than 
the complications of simple spinal puncture. Twelve 
cases of grave paralysis following the use of spinal 
anesthesia are reported. Many of these patients did 
not show much change till several weeks after their 
operations, so that many of them did not relate the 
progressive paralysis of the legs to the anesthetic. This 
delay in the development of symptoms and signs is 
believed to be the reason that the percentage incidence 
varies so greatly from one report to another, and the 
reason that so many surgeons and anesthetists state 
that they have never seen a case. It is suggested that 
spinal anesthesia should be rigidly reserved for those 
patients unable to accept a local or general anesthetic. 
‘*Paraplegia is too large a price for a patient to pay 
in order that the surgeon should have a fine relaxed 
field of operation.’’ BURNS PLEWES 


Vascular Loops in the Appendices Epiploice. Ross, J. 
A.: Brit. J. Surg., 37: 464, 1950. 


Study of a series of anatomical specimens and a 
review of the literature regarding appendices epiploics 
incarcerated in a hernial sac lead to the conclusion that 
involvement of the vessels of the colon in affections of 
the appendices epiploice is very rare. The vasa recta 
of the colon may take a wide U-shaped turn in the sub- 
serous fat at the base of appendices epiploice, but a 
loop so long as to become involved in torsion of an 
appendix epiploica was not encountered. The vessels 
slip safely out of the way when torsion occurs, and when 
the appendix epiploica is surgically removed by ligation 
at the base, but the appendix should not be pulled away 
from the bowel before severance. BURNS PLEWES 
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Pheochromocytoma: Its Diagnosis and Treatment. 
Bartels, E. C. and Cattell, R. B.: Ann. Surg., 131: 
903, 1950. 

Pheochromocytoma is a fairly rare epinephrin-produc- 
ing tumour that should be suspected in a patient with 
any type of vasomotor attacks or nonthyroid hyper- 
metabolism, or when a hypertensive reaction occurs 
during the course of any operative procedure. In the 
latter case (1) the operation should be stopped and in- 
vestigated later, or (2) if the abdomen is open the 
adrenals and sympathetic chains should be explored and 
any tumour there removed, or (3) an adrenolytic drug 
(dibenamine-benzodioxan) used to control hypertension. 
The specific diagnostic tests with histamine, mecholyl, 
etamon, and dibenamine are described. Surgical tech- 
niques are discussed including the handling of the 
emergencies which arise. The four cases reported re- 
covered but one is suffering from metastatic disease 314 


years later, and another has defective vision as a result ° 


of serious vascular retinopathy. BURNS PLEWES 
Radical Surgery in the Treatment of Cancer. 
A. O.: Ann. Surg., 131: 812, 1950. 


The justification for such procedures as_ total 
gastrectomy, pelvic evisceration and hemipelvectomy for 
the treatment of cancer depends on the weighing of 
certain factors: (1) the threat of the disease as to life, 
dysfunction, disability and distress; (2) the operative 
risk; (3) the probability of cure; (4) the assurance of 
relief of symptoms even though palliative and tempo- 
rary; (5) the ability of the patient to adapt to dys- 
function and deformity; (6) the quality of the resident 
staff in the essential pre- and post-operative care; (7) 
the experience, skill and integrity of the surgeon. It is 
becoming increasingly recognized that surgery is the 
most effective therapy in cancer, especially in the ab- 
domen, thoracic cavity, the neurologic field, and the 
urological and reproductive systems. 

Radical surgery is being done with a very low opera- 
tive mortality. 200 radical panhysterectomies with a 
mortality of 4% is reported. The salvage rate in the 
surgical treatment of cancer varies greatly, but even 
gastric neoplasms are being saved and of 256 patients 
with gastric resections for carcinoma 56 are living five 
years or more, 32 are living between five and 10 years, 
and 10 have survived over 10 years. Of the 56 over 
five years, 15 had lymph node involvement. Local sero- 
sal penetration results in a bigger resection so that 50% 
of such patients are well at 5 years. But the relief of 
pain and suffering is important too, and many eso- 
phagectomies, pneumonectomies and pancreatic resections 
must be considered palliative. Surgeons must pay great 
attention to the psychologic and physical rehabilitation 
of cancer victims. 

The quality of the resident staff is the most im- 
portant factor in making some clinics and hospitals 
proper places for carrying out these radical procedures. 
The control of electrolytic imbalance, of abnormal 
adrenal response, of metabolic alkalosis and potassium 
depletion are examples of the kind of postoperative care 
that such residents can and do give. The surgeon’s 
skill does not mean speed but the amount of trauma and 
the repair he accomplishes without puttering. To have 
integrity he must know his limitations and be willing 
to advise the patient to seek the services of a surgeon 
capable of handling the problem. This type of surgery 
cannot be learned from a surgical amphitheatre or by 
television, and should not be attempted by those who 
have not had adequate training and apprenticeship in 
general surgery, in the preoperative, operative and post- 
operative care of the patients subjected to such surgery. 

BURNS PLEWES 


Whipple, 


Dermatology 


Pruritus Vulve Due to Aureomycin. 
J. Am. M. Ass., 144: 995, 1950. 


Several cases have been observed by the author. 
Similar observations have been made by several derma- 
tologists and internists. Beside itching of the vulva and 
introitus and the resulting excoriations, minute vesico- 


Behrman, H. T.: 


Canad. M.A. J. 


PSYCHOLOGY Feb. 1951, vol. 64 


pustules and erythema of the inguinal folds have been 
noted. In one case from the author’s practice scrapings 
of these lesions have shown Monilia (Candida) albicans. 
While it is implied that this organism is the cause of 
the symptoms in many cases, some are apparently al- 
lergic in origin, as it is stated that the pruritus sub- 
sides with suitable topical therapy and the exhibition 
of antihistaminic drugs. Where monilial vulvo-vaginitis 
is the cause sodium propionate douches of 5% strength 
and ointment of 15% strength have been rapidly cura- 
tive. Pruritus ani has also been observed in the course 
of aureomycin therapy. It is suggested that the destruc- 
tion of other local organisms by the aureomycin permits 
members of the yeast family to proliferate more actively 
thus producing the symptoms complained of. 

D. E. H. CLEVELAND 


, Contact Dermatitis Due to Synthetic Resins in Shoe 


Linings. 


Jordon, J. H.: Arch. Dermat. & Syph., 62: 
671, 1950. 


Materials used in the manufacture of shoes, including 
leather, canvas and fabrikoid linings, tanning chemicals, 
anti-mildew compounds, polishes and dyes have for 
several years been encountered as the cause of derma- 
titis of the feet. Jordon has investigated 76 cases in 
which 47 cases were proved by adequate studies and the 
remaining 29 were suspected from history, clinical find- 
ings and other data to have been caused by synthetic 
resins used in shoe linings. The term ‘‘synthetic resins’ ’ 
is employed to refer to finished compounds, including 
basic resins and other compounds such as plasticizers, 
solvents and pigments. Various ingredients of synthetic 
resins were obtained from manufacturers and tested 
separately, and it was demonstrated that there is no one 
common factor responsible for the dermatitis. It is 
necessary in each case to make patch tests with the 
completed compound to which the skin has been exposed. 

The lesions varied in intensity from mild erythro- 
squamous to acute vesico-bullous types. The eruption 
in general was bilateral and symmetrical but patchy, the 
patches corresponding to areas of skin in actual contact 
with the resinous linings. The commonest areas involved 
were the dorsa of the feet and toes, most frequently 
the great toes. Heels and plantar surfaces were rarely 
affected. In some cases concomitant eruptions appeared 
due to contact with pink synthetic rubber-like material 
(on thighs from garter-snaps), adhesive tape and elastic. 

The increasingly great number of contacts made to 
various synthetic resins in every walk of life, so that 
contact with these substances is almost universal, is 
adverted to. The number of cases of dermatitis arising 
from such contacts is correspondingly important. 

D. E. H. CLEVELAND 


Psychology 


Screening Patients for Nasal Plastic Operations. Mac- 
Gregor, F. C. and Schaffner, B.: Psychosom. Med., 
12: 277, 1950. 


This is a report by a sociologist and a psychiatrist of 
a method of screening applicants for nasal plastic sur- 
gery. Sociologic and psychologic factors which lead pa- 
tients to request nasal plastic surgery in the absence 
of clear-cut organic reason for operation are outlined. 
The hazards of operating without adequate understand- 
ing of the personality of the patients and the etiology 
of their problems are pointed out. Case histories of 5 
patients illustrating various types of dilemma confront- 
ing the plastic surgeon are given, with discussions of 
the procedure decided upon, the results of operating or 
withholding operation, and reports on follow-up informa- 
tion. The engagement of a sociologist to do routine 
screening of such applicants, with psychiatric referral 
only in special cases, seems to be a practical solution to 
the difficulties confronting the plastic surgeon in 
assessing for himself the advisability of operation. 
Twelve clear-cut points are given as criteria which may 
contra-indicate nasal plastic surgery. W. DONALD Ross 
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Life Situations, Emotions and Glaucoma. Ripley, H. 
S. and Wolff, H. G.: Psychosom. Med., 12: 215, 1950. 


Among 18 patients with glaucoma the appearance and 
exacerbation of eye symptoms coincided frequently with 
stressful life situations; remissions were associated with 
periods of tranquillity. The stresses did not appear to 
represent specific problems, and there were many other 
evidences of emotional tension in these patients. Dur- 
ing interviews with and without sodium amytal, fluctua- 
tions in intraocular pressure were found to be associated 
with various emotional reactions. Both conscious and 
unconscious psychic forces appear to influence the 
sympathetic-parasympathetic balance of vasomotor re- 
sponses and intraocular pressure. These would seem to 
represent an ineffectual biological reaction pattern of 
mobilization which is especially common in the aging 
period with its decrease in flexibility of homeostatic 
processes. W. DoNALD Ross 


Pathology 


Value of Gastric Biopsy Specimens Obtained Through 
the Flexible Operating Gastroscope. Benedict, E. 
B.: Arch. Path., 49: 538, 1950. 


The author reports 63 cases of gastroscopic biopsy 
without accident or complication. The gastroscope, 15 
mm. at its largest diameter, is flexible and easy to pass. 
With a biopsy the diagnosis of lymphoma and differ- 
entiating from gastritis is possible. Carcinoma of the 
stomach may be diagnosed positively in difficult cases, 
although a negative biopsy does not rule out the exist- 
ence of a malignancy. Four cases are reported which 
illustrate the value of the gastric biopsy, as well as its 
limitations. In a man of 70 with a previous subtotal 
gastrectomy for duodenal ulcer, the gross diagnosis of 
acute gastritis was substantiated by biopsy. At gastro- 
scopy, a man of 42 with a roentgenologically demon- 
strated duodenal ulcer was found to have acute super- 
ficial and chronie gastritis or possibly a lymphoma. 
Biopsy confirmed the diagnosis of acute and chronic 
gastritis, thus ruling out lymphoma. A third case of a 
46 year old alcoholic with severe hematemesis showed 
normal appearing mucosa grossly, but the biopsy dis- 
closed the existence of a slight acute and chronic 
gastritis, thus ruling out lymphomi. Finally, a 55 
vear old man was referred for gastroscopy to dif- 
ferentiate between gastritis and tumour. X-ray and 
gross examination revealed a probable duodenal ulcer 
and gastritis, while a biopsy showed only normal 
gastric mucosa. It is felt that this was probably 
not a representative specimen. The author then 
discusses the value of the gastroscopic biopsy in 
defining gastric lesions. Lesions grossly described as 
acute and hypertrophic are seen histologically to be 
chronic gastritis with acute changes superimposed. 
Chronic gastritis may be discovered in the face of nega- 
tive radiological and gastroscopic findings. On the 
other hand, when the gross picture is definitely that of 
gastritis, this positive finding should be accepted even 
when the biopsy is negative. The relationship between 
istritis, uleer and cancer could be clarified by frequent 


ae 


ge 

gastroscopic biopsy. The development and course of 
gastritis could be studied. In the discussion the possi- 
bility of taking a sponge biopsy through the operating 


channel of the gastroscope is suggested. 


ELIZABETH V. LAUTSCH 


Sequences in the Development of the Liver in Cases 
of Erythroblastosis Fetalis. Craig, J. M.: Arch. 
Path., 49: 665, 1950. 


The author describes the development of cirrhosis of 
the liver in cases of erythroblastosis, and reports a 
series illustrative of the transitional forms between 
minor necrosis and definite cirrhosis of the liver. As a 
first group, the author reports 10 cases of necrosis of 
the liver. Case 1 is an infant who died of erythro- 


blastosis fetalis on the second day after birth, whose 


liver, on microscopic examination, showed widespread, 
sharply outlined mid-zonal necrosis with polymorpho- 
nuclear infiltration. The peripheral Kupffer cells were 
prominent and swollen with iron and bile pigment. 
In the comment, collateral cause for the necrosis is ruled 
out. 


In Group 2, 4 cases of necrosis and fibrosis are dis- 
cussed. In the only case fully reviewed, microscopic 
examination of the liver showed diffuse parenchymal 
necrosis, inerease in lobular reticulum, portal and diffuse, 
unevenly distributed lobular fibrosis with bile duct pro- 
liferation. Regeneration was focal and predominant 
along the periphery of the lobule. 


Group 3 is comprised of 2 infants showing definite 
liver cirrhosis. Grossly an enlarged, firm, nodular, dark 
green liver was demonstrated. Histologically there was 
necrosis and regeneration of the parenchyma, bile stasis 
and cirrhosis with actual distortion of the portal triad 
lobular arrangement. 


Of the 141 infants examined, only 11% showed severe 
anatomic damage of the liver. Ante-natal damage can 
be explained by the arrival of undiluted maternal anti- 
bodies directly to the liver. High intrauterine pressure 
during delivery may cause passage of large molecules 
and complete antibodies. Post-natally, the continua- 
tion of liver damage is more difficult to explain, but may 
be associated with anemia and anoxemia. No definite 
association with kernicterus can be made. 

ELIZABETH V. LAUTSCH 


Localization of Myocardial Infarcts with Respect to 
the Muscle Bundles of the Heart. Wartman, W. B. 
and Souders, J. C.: Arch. Path., 50: 329, 1950. 


The locations of 72 ventricular infarcts were mapped 
out from 2 em. thick slices cut from each of 50 hearts 
and the site of each infarct was classified according 
to which of the 4 muscle bundles (superficial and deep 
bulbospirals and _ superficial and deep sinospirals) 
making up the myocardium were involved. Thirty-five 
per cent of infarcts were confined to a single ventricular. 
muscle bundle. Superficial muscle bundles were involved 
either alone or in combination with a deep musele in 
74% of infarets. Atrial infarets were discovered in 42% 
of the hearts, 81% of these occurring in the right 
atrium. Most of them were new infarcts and may have 
contributed to the death of the patients. With few 
exceptions, there was no constant correlation between 
the artery occluded and the location of the infarct. 


Rupture occurred in full thickness infarcts, i.e., with 
involvement of both deep muscle bundles at the base or 
with involvement of only one muscle bundle, or at the 
most two, at the apex. ‘The majority of hearts with full 
thickness infarcts, however, did not rupture. Aneurysm 
was twice as common in full thickness infarcts as in 
massive (but not full thickness) and laminar infarcts 
combined. Twenty-eight per cent of the 50 hearts con- 
tained a mural thrombus in the left ventricle, fre- 
quently associated with ventricular aneurysm, and in 
every case with a recent infaret involving the subendo- 
cardial layer of the superficial muscle. No mural 
thrombi were encountered in the right ventricle. Multiple 
muscle bundles were involved much more frequently than 
a single muscle bundle, suggesting that an infarct affect- 
ing more than one muscle has a worse prognosis than one 
affecting a single muscle. A. R. BAINBOROUGH 


Accuracy of Sampling by Needle Biopsy in Diffuse 
Liver Disease. Waldstein, S. S. and Szanto, P. B.: 
Arch. Path., 50; 326, 1950. 


With the purpose of determining how representative 
a single small needle biopsy is in diffuse disease of the 
liver, 10 specimens were removed with the Vim-Silver- 
man needle from each of 15 cadaver livers (9 showing 
cirrhosis, 2 toxic hepatitis and 4 that were normal). 
The specimens of each liver were compared with respect 
to injury of liver cells, fatty metamorphosis, alteration 
of lobular pattern, scarring, inflammation of portal 
triads, inflammation of peripheral zone and leukoeytic 
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reaction. Injury of the epithelial liver cells and fatty 
metamorphosis were almost always uniform throughout 
the liver. In about 10% of the 150 specimens studied, 
however, there was a significant dissimilarity in the 
amount of alteration of lobular pattern, scarring, and 
intensity of inflammatory changes. A. R. BAINBOROUGH 


Industrial Medicine 


Industrial Nursing, Q. and A. Boxer, D. L.: Nursing 
World, 124: 334, 1950. 


In this article the author who is editor of the Q and 
A Column in this publication, answers an inquiry regard- 
ing the duties of an industrial nurse. She presents an 
outline that covers generally the duties that might be 
expected, but points out that these will vary depending 
upon the industry in which the nurse is employed. The 
duties indicated, for some of which explanatory detail 
is given, are the following: (1) Immediate care of, 
first-aid and subsequent treatment for all industrial 
injuries and illnesses including courtesy or first-aid care 
of non-occupational injuries as may be indicated by 
company policy. (2) Maintenance of First-Aid Depart- 
ment, ordering necessary supplies and equipment, and 
care of same. (3) Health supervision of employees. (4) 
Assisting the attending physician with the physical 
examination program. (5) Follow-up for correction of 
defects revealed by physical examination. (6) Promo- 
tion of Health Educational Program. (7) Nutritional 
program. (8) Aid in Plant Safety Program. (9) 
Assist in plant sanitation program. 10. Integration of 
service as pertinent to Industrial Relation or personnel 
policies. (11) Participate in plant welfare program. 
(12) Maintenance of adequate records. (13) Make re- 
ports and recommendations to management. (14) Co- 
operate with Local, State, Federal and other health 
agencies. (15) Attend company supervisory or depart- 
mental meetings. 


Attention is drawn to the fact that the industrial 
nurse in assuming these responsibilities must at all time 
be most careful to realize the legal limitation of her 
professional duties. Strict adherence to the Standing 
Orders issued by the doctor along with proper medical 
supervision will serve as protection to both the nurse 
and the company. MARGARET H, WILTON 


Some Toxicological Reasons Why Certain Chemicals 
May or May Not Be Permitted as Food Additives. 
Lehman, A. J.: Assoc. Food and Drug Officials of the 
United States, Quart. Bull., 14; 82, 1950. 


Many different chemicals are used for various reasons 
in connection with food. Every year a hundred or more 
different ones are considered by the Division of Pharma- 
cology, Food and Drug Administration, U.S. Federal 
Security Agency, as possible food additives. Among 
other things, they may be proposed for use as antifoam 
agents, preservatives, as an aid in formulating in- 
gredients, or for enhancing the appearance and texture 
of baked goods. The insecticidal chemicals constitute 
a special problem but they must be considered in con- 
nection with food. 


For each chemical proposed a comprehensive pharma- 
ecological investigation is necessary. Appraisal of 
physical, chemical and toxicological properties is es- 
sential. It must be determined how much of the con- 
taminant can be safely allowed without constituting a 
health hazard. 


In this article the author discusses some of the toxi- 
ecological highlights of the recent developments in this 
field. For this purpose he presents the chemicals in the 
following groups: artificial sweetening agents, food 
preservatives, wetting agents, plastic food wrappers, 
miscellaneous-silicones, and cellulose derivatives, and 
insecticides. Those in each group are reviewed and the 
available toxicological evidence presented, together with 
the opinion of the Division of Pharmacology as to their 
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use. Tables are included listing the materials under 
chemical name and also under common designation, and 
showing for each the principal pharmacologic effect and 
the status as a food additive. 


The insecticides are discussed in considerable detail 
and a table included to indicate the present status of 
each. Included in the table are chlorinated insecticides, 
organic phosphates, natural insecticides and activators, 
herbicides, fungicides and miticides. 


MARGARET H. WILTON 


OBITUARIES 


Dr. John Harper Cormack, aged 83, a medical prac- 
titioner for 53 years, died on December 9, after a long 
period of ill health. Born in Kingston he graduated in 
arts and medicine from Queen’s University. He prac- 
ticed for a time in Ottawa and then specialized in ear, 
eye, nose and throat diseases in New York City. He 
established a practice in Toronto 30 years ago. He is 
survived by one son. 


Dr. R. W. Irving, aged 72, died on November 25. 
He had been practicing at Kamloops since 1909. 
Surviving are one daughter and one son. 


Dr. William James Johnson, aged 67, died on 
November 22, at Belleville General Hospital. He had 
been a resident of Trenton since 1910 and had practiced 
medicine there until a few years ago. Dr. Johnson was 
educated at Owen Sound Collegiate and the University 
of Toronto. He is survived by his widow and one son. 


Dr. Patrick Joseph O’Dwyer, aged 65, coroner for 
South Huron for many years and a practicing physician 
at Zurich for 29 years, died suddenly on November 24. 
Extremely well known in Huron County, Dr. O’Dwyer 
came to London one year ago and practiced at his home 


until the time of his death. Born at Clandeboye, he 
studied medicine at the University of Manitoba. Upon 
his graduation ne went overseas in World War I as a 
medical officer with the Canadian Army. He interned 
at St. Joseph’s Hospital, London, when he returned at 
the end of the war, and took up practice in Zurich 
shortly afterward. Surviving are his widow, two 
daughters and two sons. 


Dr. Lionel Plouffe, chief of clinics at the Queen 
Mary Veterans’ Hospital, died on November 28 in the 
Notre Dame Hospital at the age of 51. Dr. Plouffe, 
born at Southbridge, received his schooling at the 
Brochue Academy there. After taking a _ bachelor’s 
degree in arts at Boston College, Dr. Plouffe graduated 
in medicine from University of Montreal in 1929. From 
his graduation until 1945, he was a medical officer at- 
tached to the Department of Pensions and National 
Health here, and was then clinical chief at the Queen 
Mary road institution until his death. He is survived 
by his widow. 


Dr. Charles Archibald Wells, aged 56, died on 
December 16 in the Toronto General Hospital after a 
long illness. Before his retirement, Dr. Wells was a 
physician for the Toronto Police Department and for 
the plant of Willard’s Limited. Dr. Wells was a gradu- 
ate of the University of Toronto. He was a well known 
figure in the district where he practiced from the time 
of his graduation until his illness. He is survived by 
his widow and two sons. 
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NEWS ITEMS 


British Columbia 


The Workmen’s Compensation Act has been broad- 
ened to allow naturopaths and chiropractors to treat 
accident cases, on terms similar to those on which medi- 
cal men are accepted. The regulations covering such 
treatment have not yet, as far as we know, been 
defined. 





The new Nurses’ Home at the Vancouver General 
Hospital, or at least its first unit, has been opened, 
and will accommodate about 162 nurses. It gives a 
good deal of relief to a situation in which nurses in 
training were badly overcrowded. It is modern and 
comfortable—has a library, recreation room, ete.—and 
each nurse will have her own room. When completed, 
this building will house some 575 nurses. Two units 
are yet to be completed. 


The fifth Annual Meeting of the Industrial First 
Aid Attendants Association, of whom there are some 


2,700 in B.C., was held on December 27. The meet- 
ing was a large one and well attended. It was ad- 


dressed by Adam Bell, head of the Workmen’s Com- 
pensation Commission, and several other prominent 
speakers, including Mr. Douglas G. Abrahamson, newly 
appointed First-Aid Inspector of the Workmen’s 
Compensation Board. 





The Provincial Mental Hospital in New West- 
minster has undertaken the construction of three new 
100-bed units, at a total cost of $750,000: of which 
B.C. pays two-thirds, while one-third comes from 
Federal Government health grants. 

A similar unit has recently been completed at the 
Children’s Section of the New Westminster unit of 
the Mental Health Services of B.C.—and another is 
under construction at the home for the aged branch 
in Coquitlam. 


Plans are under way to establish in Vancouver, a 
centre for the treatment of disease, especially cancer, 
with radio-active isotopes; hitherto, of course, patients 
requiring such treatment have had to go to eastern 
Canada or the United States. 





The Community Chest at Britannia has recently 
donated $100 to the Spastic Paralysis Society, and 
$100 to the Queen Alexandra Solarium at Cobble Hill, 
(V.I.). These are to be regarded as extremely gen- 
erous gifts, when one realizes that Britannia is quite 
a small community, and must have abundant occasions 
for the use of its Fund. J. H. MacDERMoOT 


Manitoba 


The new $185,000 Hamiota district hospital was 
formally opened on December 6 by the veteran physician 
of the community, Dr. E. D. Hudson. Besides the town 
of Hamiota the hospital will serve 20 adjoining 
municipalities. Speakers at the ceremony were Hon. F. 
C. Bell, representing the provincial government, Marg- 
aret. Nix of the Department of Health and Public 
Welfare of Manitoba, George McConnel, representing 
Manitoba Pool elevators, Mayor E. P. Venables, Dr. M. 
T. MacFarland, executive secretary of the Manitoba 
Medical Association, Judge J. M. and Mrs. George, 
president of the Manitoba Hospital Association and past 
president of the Ladies’ Hospital Aides Association re- 
spectively, Dr. E. D. and Dr. E. J. Hudson, and the 
reeves of the municipalities. The new building contains 
26 beds and is beautifully decorated. i 


Dr. I. W. Monie, Associate Professor of Anatomy, 
addressed the Scientific Club of Winnipeg meeting in 
the Medical College on ‘‘The Fetal Circulation’’, Decem- 
ber 12. 





Motor Coach Industries of Winnipeg has recently 
delivered to the Department of National Health and 
Welfare at' Ottawa a laboratory on wheels at a cost of 
approximately $35,000. It is the first of its kind and 
will be used for special public health investigations 
across Canada. 





Lieut.-Col. G. L. Morgan-Smith, medical officer at 
headquarters of Prairie Command, Fort Osborne, will 
leave early in the new year to attend a course at the 
Australian staff college at Queenscliffe, Victoria. The 
course begins early in February. 





A cancer diagnostic service specifically for residents 
of rural Manitoba in straitened circumstances has been 
instituted. The inauguration of this service ensures the 
availability of specialized diagnostic services to all 
groups in the province. The new clinics will also pro- 
vide increased facilities to the University of Manitoba 
for instruction in cancer. The University will partici- 
pate by the appointment of Teaching Feliows in the 
clinics. The increased cost of operating the service will 
be met by the Cancer Institute through funds provided 
by federal, provincial and municipal sources. The 
service became effective December 1. 





Twenty-six hospitals in Manitoba now have facilities 
provided by the Manitoba Sanatorium Board for x-ray- 
ing chests of patients admitted for treatment. It has 
been found that tuberculosis is discovered three times 
as frequently in hospital admissions as in the public in 
general. ” 





Dr. R. A. Macpherson has been appointed Consultant. 
Radiologist to the Sanatorium Board of Manitoba. 





The Medical Advisory Committee of the Sanatorium 
Board has recommended that where possible children 
suffering from tuberculous meningitis should be sent 
for treatment to the Children’s Hospital. 





The Board of the Winnipeg Medical Society Benevo- 
lent Fund has issued an apveai for additional subserip- 
tions. The fund has already proved to be of value. It 
has a two-fold aim, that of relieving distress of phy- 
sicians and their families, and of encouraging public 
lectures on medical subjects. 





Dr. Lueas Kulezcki, D.P.H., Polish School of Medi- 
cine, is coming from London, England, to take charge 
of the local Health Unit at Swan River, Man. 





Dr. George Hector Levien, D.O.M.S., F.R.C.S.(Eng.), 
has joined the Manitoba Clinie for the practice of 
Ophthaimology. He graduated in 1940 from the Uni- 
versity of New Zealand. At the meeting of the Winnipeg 
Medical Society in December he was elected a member. 





Dr. William Rupert Welply, M.B., B.S., F.R.C.S. 
(Eng.), has joined the Manitoba Clinic for the practice 
of Orthopedic Surgery. He served as Battalion M.O. 
1941-43 and as Flight Captain 1943-44. Afterward he 
was attached to the Kailan Mining Administration, 
Tongshaw, Hopei, North China. 





The Manitoba Hospital Service Association (Blue 
Cross) has announced an increase both in rates and 
benefits effective February 1. Allowance will be made 


in D.V.A. hospitals to veterans who are members of 
Blue Cross. 








78 NEWS 


Dr. Gordon P. Fahrni, D.S.C. has been promoted from 
surgeon lieutenant commander to be surgeon commander, 
Royal Canadian Navy (Reserve) at H.M.C.S. Chippewa. 


A postgraduate school will be held in the Medical 
College and Greater Winnipeg Hospitals March 26 to 30. 
Ross MITCHELL 


New Brunswick 


At the Fall Meeting of the Medical Council of New 
Brunswick, Dr. L. D. Densmore of Bathurst was elected 
president of the Council for 1951. Dr. J. M. Barry of 


Saint John was re-elected Registrar. 


Two Moncton doctors, Dr. W. 8S. Fitzpatrick, and Dr." ’ 


R. D. Roach are reported to be improved in health after 
rather severe illnesses. 


Hon. Dr. F. A. MeGrand, N.B. Minister of Health, 
has been named director of all civil defence programs 
for New Brunswick. He is to be assisted by Dr. Arthur 
Melanson, chief medical officer of health. 


Four Saint John physicians were certified by the 
Royal College of Physicians and Surgeons of Canada 
at the fall examinations. Dr. H. A. Bird in Pathology, 
Dr. 8S. Silver in oto-laryngology, Dr. Stephen Weyman in 
Pediatrics and Dr. Hendrik Tonning in Medicine. 


Dr. C. J. Gauthier of Edmundston received his fellow- 
ship in Surgery by examination at the recent annual 
meeting of the Royal College of Physicians and Surgeons 
of Canada. 


Dr. J. G. (Gus) MeCarroll formerly of Saint John, 
now practising in Moose Jaw received his fellowship in 
Surgery, at the annual meeting of The Royal College of 
Physicians and Surgeons of Canada. 

Dr. J. G. MacLean spoke on ‘‘Recent Advances in 
Dermatology’’ at the December meeting of the Saint 
John Medical Society. Skin disease is a problem in the 
offices of all physicians and Dr. MacLean’s discussion 
was much appreciated by his colleagues in the district. 


Dr. Frank Stuart, Captain R.C.A.M.C., (R), has just 
returned from an army short course at Washington, D.C., 
where ‘‘The medical effects of atomic fission’’ were 
discussed. 

Dr. E. A. Petrie of Saint John was elected third 
vice-president of the Radiological Society of North 
America at the recent annual meeting at Chicago. 


Dr. Benedict Pothier of Dalhousie, N.B., has just 
completed a short postgraduate study course in cancer 
at clinics at New York. A. S. KIRKLAND 


Nova Scotia 


After discussion with committee members of the Nova 
Scotia Division, C.M.A., the provincial department of 
old age pensions has made some moves toward clarifying 
the services offered to the Nova Scotia public. First 
announcements and advertisements of this service im- 
plied that it embraced all medical and surgical care in 
and out of hospital. No mention was made of the fact 
that services were limited to such as could be carried 
out by the doctor in the home or in his office, and that 
the Nova Scotia profession was making generous contri- 
butions to the cost by accepting prorated payments of 
50% on accounts. Confusion for the public and some 
embarrassment for the profession has resulted, and 
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recent statements from the department of old age 
pensions, while not given the publicity of the original 
announcement, are helpful. 


The town council of Westville is asking for a tuber- 
culosis hospital to serve Pictou County, the nearest hos- 
pital at present being in adjoining Antigonish. Dr. Earl 
Hiltz, Superintendent of the Nova Scotia Sanatorium, 
pointed owt in a recent address that the death rate in 
this province due to tuberculosis has dropped from 110 
to 28.5 over the past twenty years. It is through this 
period that the present campaign against tubercuulosis 
has been active and most prominent in the campaign 
has been the establishment of small local hospitals and 
annexes. 


Dr. C. E. Kinley, Halifax, has been appointed a 
member of the Provincial Medical Board, succeeding the 
late Dr. M. J. Carney. 


The Amherst Medical Society, in annual meeting, 
elected as President, Dr. H. A. Myers, Vice-President is 
Dr. W. R. Morrison; Secretary, Dr. J. A. Langille; 
Representative to the Board of Commissioners of High- 
land View Hospital, Dr. W. T. MacKinnon. 


The annual campaign for funds of the Sutherland 
Memorial Hospital reached its objective of $2,000, which 
was just $16.25 less than the list of the hospital’s un- 
paid accounts. 

More patients with psychiatric complaints are being 
admitted to D.V.A.’s Camp Hill Hospital than those 
suffering from any other iliness according to Dr. Frank 
Dunsworth, Psychiatric Consultant. 


President of the first District Council of the Boy 
Seouts Association to be organized in Shelburne is Dr. 
L. P. Churchill. 


Dr. F. R. Shankel, Windsor, has left the peace of 
his Annapolis Valley to follow the sea. Dr. Shankel 
becomes ship’s surgeon of the C.N.S. Liner Lady Nelson, 
plying between Halifax and the British West Indies. 


Dr. Gordon Bethune received his Fellowship in Sur- 
gery at the recent meeting of the Royal College of 
Surgeons of Canada. 

Dr. L. G. B. MeLetchie of Glasgow and more recently 
of Regina has taken over the head of Dalhousie’s de- 
partment of pathology and the post of provincial 
pathologist. 


Dr. I. M. Murray (Dal. ’44) of the Dalhousie De- 
partment of Anatomy, has accepted a position as As- 
sociate Professor of Anatomy with State University, 
New York. 

Dr. J. W. Abbiss of the Dalhousie Department of 
’athology has accepted a new position with the Depart- 
ment of Pathology in Wilmington, Delaware. 


Dr. Ralph Smith, former provincial pathologist for 
Nova Scotia, is head of the Department of Pathology 
in Neweastle-on-Tyne. ARTHUR L. MURPHY 


Correction.—The officers for the General Practi- 
tioners’ Society recently formed in the Nova Scotia 
Division were incorrectly reported in the January issue, 
p. 80. The correct list is as follows: President—Dr. A. 
G. MacLeod, Dartmouth; Secretary—Dr. J. R. Mac- 
Lean, Halifax; Treasurer—Dr. W. A. Hewat, Lunen- 
burg; Executive—Two representatives from each pro- 
vincial division, to be appointed by division. 
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Ontario 


Dr. Henry Borsook, Department of. Biochemistry, 
California institute of Technology gave a series of 
lectures at the School of Graduate Studies, University 
of Toronto on ‘‘Creatine and Creatinine Metabolism 
and some Chemical Applications’’, ‘‘ Protein turn over 
in viwo’’ and ‘‘Protein turn over in vivo and the Prob- 
lem of the Mechanism of the Biological Synthesis of 
Protein’’. 





Dr. Sydney Smith, president of University of Toronto, 
addressed the December meeting of the Essex County 
Medical Society on ‘‘ Medical Education; Faculty, Hos- 
pital, Practitioner’’. 





Three new capital grants to Ontario hospitals have 
been made under the provincial government’s stepped-up 
welfare scheme. The largest grant, $203,666, has been 
made to the Hotel Dieu Hospital, Windsor. It will go 
toward provision of 185 additional beds and 65 infant 
cubicles. Another $116,666 has been given to the Sud- 
bury Memorial Hospital to supply 102 beds and 44 
infant cubicles. The third grant is one of $23,279 to 
St. Joseph’s Hospital, North Bay. It will provide an 
additional 24 beds. 





The Canadian Cancer Society has announced the 
award of the $8,000 Allan Blair Memorial Fellowship to 
Dr. Donald Currie, a 25 year old Toronto man, who is 
now assistant resident surgeon at Montreal General 
Hospital. He will use the fellowship for advanced 
training in surgery of the head, neck and abdomen at 
St. Thomas Hospital, London, the London postgraduate 
medical school, medical centres in Paris and Sweden 
and at Memorial Hospital in New York. 

Dr. Currie graduated from University of Toronto 
three years ago with honours in medicine and won the 
MacKenzie prize in neurosurgery. He interned at the 
Toronto General Hospital and the Hospital for Sick 
Children then took a senior surgical internship at Royal 
Victoria Hospital and the Children’s Memorial Hospital, 
Montreal. He has done research in the experimental 
laboratories of McGill and was demonstrator in McGill’s 
department of physiology and anatomy during the past 
year. He is the author of several medical articles. 





The Ontario Government hospital! for alcoholics, 
Brookside, is now open at Erindale. With a staff of 
twelve, headed by Dr. John Bingham of Toronto, the 
hospital is equipped to handle twenty-one patients. Dr. 
J. H. MeClocklin is the superintendent. 





The new Hospital for Sick Children was formally 
opened on January 15, and will be open to the public 
for inspection during the week following that date. The 
patients will be moved from the old hospital on Sunday 
February 4. The new hospital will have 632 treatment 
beds and 106 rooms for laboratory work. Last year 
more than 70,000 out patients were treated; 12,000 
children were admitted, 45,000 x-rays were taken of 
16,000 children. The orthopedic workshop provided 
12,275 splints and appliances. 





A grant of $40,000 from the Atkinson Charitable 
Foundation has been made to Woodenen Centre, London, 
which eares for children with cerebral palsy. At present 
22 children, ranging in age from three to six years, are 
in residence. This centre is one of the projects of the 
Ontario Society for Crippled Children. The society 
provides a nursing service under which nurses discover, 
direct and follow up cases. It maintains three complete 
summer camps for crippled children. It operates Variety 
Village, a vocational school, financed by the Variety 
Club, which trains badly crippled youths in independent 
occupations. Twenty-seven’ from this school were suc- 
cessfully placed in employment in the first year. The 
main source of funds is from an Easter seal campaign, 
which is backed by service clubs in 160 communities. 
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This drive is supplemented by private donations and 
some help from governments. In 1949 there were 4,591 
children given hospital or nursing service or both 
through the society. 





The Council of the Ontario Medical Association held 
a special meeting in December, attended by members 
from all parts of the province, to approve of a stand- 
ard organization plan for the medical staffs of hos- 
pitals in Ontario. The general practitioner is given a 
place in the hospital service. There is a chain of 
responsibility from the chief of staff through all de- 
partments to every doctor practising in the hospital. 
The hospital by-laws are the result of a year’s inten- 
sive study by Association committees working in close 
co-operation with the Department of Health and the 
Hospital Associations. 





Physicians’ Services Incorporated and Blue Cross 
have joined forces in the provision of a package plan 
in Ontario. In order to give a more varied coverage, 
P.S.I. has developed an in-hospital medical, surgical, 
obstetrical plan which can be sold to groups which 
do not qualify for the more comprehensive plan origi- 
nally sold by P.S.I. 





In December Dr. C. G. Shaver, St. Catharines, ad- 
dressed the Kent County Medical Society at Chatham 
on ‘‘Hemoptysis’’. Dr. Wallace Graham, Toronto, ad- 
dressed the Brant County Medical Society, Brantford, 
on ‘‘Arthritis’’, Dr. Lillian Chase, Toronto, addressed 
the North Bay Medical Society on ‘‘ Diabetes’’. 





The Physiological Society of University of Toronto 
has recently heard these lectures: ‘‘The Physiological 
Approach to the Study of Liver Function’’, by Dr. 
Ralph W. Brauer, chairman, Biophysics Laboratory, 
Louisiana State University School of Medicine; 
‘*Physiological Studies in an Experimental Approach 
to the Mitral Valve’’, by Dr. G. H. A. Clowes, Jr., 
Banting and Best Department of Medical Research; 
‘‘TInvestigations of the Immunochemical Nature of the 
Rh Antigen’’, by Dr. Donald W. Clarke, Gates and 
Crellin Laboratories of Chemistry, California Institute 
of Technology. 





As a means of encouraging the earlier diagnosis of 
cancer, the Ontario Cancer Treatment and Research 
Foundation, on the recommendation of its advisory 
medical board with the concurrence of the depart- 
ment of health for Ontario and with the co-opera- 
tion of the practising pathologists of Ontario has 
introduced a scheme whereby suspected cancer pa- 
tients, who are not hospitalized, may obtain through 
their attending physicians, pathological reports of 
specimens taken at biopsy, at no cost to themselves. 
The Foundation will pay a fee of $5 for each biopsy 
reported upon, to all pathologists participating in the 
scheme. Fifty Ontario pathologists situated in all 
parts of the province are co-operating in the plan. 

LILLIAN A. CHASE 


Quebec 


Dr. B. L. Frank has joined the medical staff of 
Messrs. Charles E. Frosst & Co., Montreal. 





Grace & un octroi fédéral de $211,500. provenant de 
la subvention A la construction d’hépitaux, le nombre 
de lits de 1’Institut Neurologique de Montréal sera 
triplé. L’agrandissement de l’aide sud et de l’aile 
McConnell augmentera de 141 lits la capacité actuelle 
de 75 lits. Le projet d’agrandissement, soumis par 
l’Université McGill, regoit cette aide & méme la part 
assignée au Québec dans les treize millions de dollars 
et plus mis chaque année & la disposition des provinces. 
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Le congrés annuel des médecins de la rive sud s’est 
tenu & la Riviére-du-Loup le 4 novembre. Le profes- 
seur Jean Bernard de Paris était ]’invité d’honneur. 


La nouvelle municipalité de Hauterive, siége de 
l’évéché du golfe St-Laurent, sera dotée d’un h6pital. 


Deux hépitaux du Québec, le Royal Victoria de 
Montréal et 1’H6pital du Saint-Sacrement de Québec, 
ont regu des subventions du gouvernement fédéral 
pour |’agrandissement, dans le premier, de la clinique 
de thérapeutique des troubles du langage, et la créa- 
tion, dans le second, d’une clinique du glaucome. 


Saskatchewan 


A meeting of the Saskatoon and District Medical 
cal Society was held in the Lecture Theatre at the 
Medical Building, University of Saskatchewan on 
December 5. There was a good representation of medi- 
cal students present and all listened with great interest 
to a lecture by Dr. Lennox Bell, Dean of Medicine, Uni- 
versity of Manitoba. The subject, illustrated by 
lantern slides, was ‘‘Growth Factors’’. 


The annual elections to the Council of the College of 
Physicians and Surgeons for the year 1950 involved 
districts surrounding Weyburn, Moose Jaw, Yorkton and 
North Battleford. Dr. H. Gordon Young and Dr. J. E. 
McGillivray were elected by acclamation to the Moose 
Jaw and Weyburn districts respectively. Dr. F. E. 
Werthenbach, Unity, will represent district No. 2, centr- 
ing around North Battleford and Dr. P. Potoski, York- 
ton, will represent district No. 4. 


Voluntary prepaid medical plans on a community 
basis are developing and three municipalities have 
formed themselves into voluntary groups to purchase 
prepaid medical care insurance. This is a very 
significant development since 80% of the residents must 
join in order to form a group, and some have previously 
rejected a compulsory scheme. 


The Council of the College of Physicians and Sur- 
geons of Saskatchewan, acting on instructions from the 
Annual General Meeting in September, has made a 
grant of $500.00 to the University of Saskatchewan 
Medical Library for the year 1951 as the first annual 
grant. 


Congratulations and best wishes to Dr. and Mrs. J. 
W. Pennington of Milestone who celebrated their golden 
wedding anniversary on Christmas Day. Dr. and Mrs. 
Pennington spent the holiday season in Regina visiting 
friends and plan to hold an open house to celebrate the 
occasion at their home in the spring. 


The 1951 Annual General Meeting of the Saskatche- 
wan Division will be held in Moose Jaw on September 
17, 18, 19 and 20. The convention headquarters will 
be the Grant Hall Hotel and the meeting room will be 
in the Temple Gardens across the street. 

G. GORDON FERGUSON 


General 


Admitted to Fellowship in The Royal College of 
Physicians of Canada: 

1. Distinguished Physicians admitted without exam- 
ination under the special clause of the Constitution of 
the College: R. Amyot, Professeur agrégé, Université de 
Montréal, Montreal; E. A. Morgan, Associate Professor 
of Pediatrics, University of Toronto, Toronto. 

2. Admitted Ad eundem gradum: R. E. Beamish, 
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Winnipeg; J. A. L. Gilbert, Edmonton; E. R. Gubbay, 
Winnipeg; F. W. B. Hurlburt, Vancouver; J. F. Pater- 
son, Toronto; W. H. Perry, Vancouver. 

3. Admitted by examination (Medicine): E. H. 
Ainslie, Montreal; J. B. Armstrong, Winnipeg; H. W. 
Bain, Sudbury; G. 8S. Balfour, Edmonton; J.-M. Beaure- 
gard, Montreal; D. J. Breithaupt, Scarboro Junction; 
M. G. P. Cameron, Toronto; C. G. Campbell, Montreal; 
J. X. F. Cote, Montreal; W. T. W. Clarke, Toronto; 
C. T. Collins-Williams, Toronto; C. W. E. Danby, 
Kingston; L. Derome, Montreal; J. G. Dewan, Toronto; 
H. Goldenberg, Toronto; A. L. Johnson, Montreal; B. 
A. Levitan, Montreal; F. R. MacRae, Montreal; J. B. 
R. McKendry, Ottawa; D. Mowat, Vancouver; D. L. 
Oestreicher, London; ©. A. Pick, Westmount; R. A. 
Polson, Winnipeg; J. M. Rae, Toronto; C. E. G. Robin- 


_son, Pembroke; J. A. Royer, Montreal; G. W. Smith, 


Toronto; M. M. Stein, Toronto; E. J. Trow, Jr., 
Toronto; D. H. Woodhouse, Montreal; W. A. Young, 
Toronto. 


Admitted to Fellowship in The Royal College of 
Surgeons of Canada: 

1. Admitted Ad ewndem gradum: W. H. Fahrni, Van- 
couver; J. Farr, Winnipeg; J. W. Frost, Vancouver; 
C. Hollenberg, Winnipeg; W. J. McCord, Winnipeg; 
L. R. Rabson, Winnipeg; F. R. Tucker, Winnipeg; L. 
O. Watt, Ottawa. 

2. Admitted by examination (Surgery): M. S. 
Ambrose, New York, N.Y.; J. W. Arbuckle, Jr., Van- 
couver; E. W. Barootes, Toronto; R. D. Bell, Port 
Credit; G. W. Bethune, Halifax; D. M. Bruser, Winni- 
peg; B. A. Campbell, London; J. Charbonneau, Mon- 
treal; R. H. Cram, Toronto; B. W. Fearon, Toronto; 
R. R. Francis, Toronto; J. H. Fraser, Toronto; A. P. 
Fulton, Montreal; C. Gauthier, Edmundston; H. S. 
Gillespie, Fort William; R. H. Gourlay, Montreal; W. 
R. Govan, Winnipeg; C. Guilmette, Montmagny; W. F. 
M. Hall, Edmonton; G. E. Harris, London; R. C. Harri- 
son, Toronto; M. Hendelman, Montreal; M. McS. 
Hutton, Edmonton; A. H. Katz, Westmount; W. K. 
Kerr, Toronto; S. Kling, Toronto; T. A. Laidlaw, 
Charlottetown; M. J. Lehmann, Winnipeg; L. E. 
Lotimer, Hamilton; W. C. Marksfield, Montreal; G. M. 
Morton, London; J. T. MacDougall, Winnipeg; J. G. 
McCarroll, Moose Jaw; J. R. McCorriston, Montreal; 
J. C. MeKellar, Toronto; R. G. Parker, Sarnia; D. 
Parkinson, Winnipeg; L. M. Phillips, Galt; J. C. 
Portnuff, Montreal; F. C. Preston, Toronto; G. J. 
Quigley, Hamilton; K. E. Rogers, St. Catharines; 
E. A. Ryan, Toronto; H. J. Scott, Montreal; W. Simp- 
son, Montreal; A. B. Sinclair, Sault Ste. Marie; G. G. 
Smith, Leaside; J. G. Solmes, Toronto; E. A. Speers, 
Welland; E. J. Tabah, New York, N.Y.; J. H. Walker, 
London; J. B. Wallace, Ste. Anne de Bellevue; L. W. 
Warcup, Vancouver; R. F. Warren, Toronto; G. L. 
Willox, Washington, D.C.; D. R. Wilson, Toronto; L. G. 
Wood, Vancouver. 

Recipient of Annual Award presented for the best 
original work in Surgery: The Royal College of Surgeons 
of Canada Medal: Dr. J. A. McLachlin, St. Thomas. 

Granted the Diploma of 1950 Lecturer of The Royal 
College of Physicians of Canada: Dr. H. Selye, Directeur 
de 1’Institut de médecine et de chirurgie expérimentales, 
Université de Montréal, Montreal. 

Granted the Diploma of 1950 Lecturer of The Royal 
College of Surgeons of Canada: Dr. E. D. Churchill, 
John Homans Professor of Surgery, Harvard Medical 
School, Boston, Mass. 


The Royal College of Physicians and Surgeons of 


Canada. One of the most successful annual meetings 
of the Royal College of Physicians and Surgeons of 
Canada was held in Montreal on December 11 and 12, 
1950. The scientific meeting was followed by the 
Lecture in Medicine by Professor Hans Selye and the 
Lecture in Surgery by Professor E. D. Churchill of 
Harvard Medical School. 
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These are the results you may expect 


me E S K ze L in ANGINA PECTORIS 


Armbrust, C.A., Jr. “About 60% of the cases showed improvement; 
and Levine, S.A.: i.e., used fewer nitroglycerin tablets, had fewer and milder 
Am.J.M.Sc. 220:127 attacks of pain and could walk greater distances.” 
Rosenman, R.H., “Of 14 patients with angina pectoris treated with 
et al.: J.A.M.A. [Eskel] . . .a good response was obtained in 11, moderate 
143:160 improvement in 1 and no effect in 2.” 
Osher, H.L., and ““[Eskel] therapy produced definite 
Katz, K.H.: Boston subjective and objective improvement in 84% 
M. Quart. 1:11 of 19 patients with angina pectoris.” 





ESKEL the new longer-acting coronary vasodilator for 
the prophylaxis and treatment of ANGINA PECTORIS 


Each ‘Eskel’ tablet contains a natural blend of active principles, chiefly 
khellin, extracted from the plant Ammi visnaga, equivalent to 40 mg. 
of crystalline khellin. 


Smith Kline & French Inter-American Corporation, Montreal 9 
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At the Convocation the newly elected Fellows were 
presented: their names are given above. Dr. J. Adam 
McLaghlin of St. Thomas, Ontario, was presented with 
the award as 1950 Medallist in Surgery. 

The speaker at the annual dinner was Professor H. 
B. Van Wyck of Toronto, who received an ovation at the 
close of his address on ‘‘The Réle of the Humanities in 
Medical Education’’. Professor Van Wyck spoke with 
a vigour, pungency and humour that kept his audience 
rather breathless at times, but never allowed their atten- 
tion to wander. He had the inestimable advantage of a 
classical training, but he was not concerned so much 
with the classics as such, as he was with showing how 
sterile the scientific approach alone could be in explain- 
ing life in all its aspects. Dr. Van Wyck’s own career 
is sufficient evidence of his understanding the scientific 
point of view; but he has never allowed it to narrow his 
capacity for seeing life steadily and seeing it whole. 


The American College of Allergists will hold its 
seventh annual meeting at the Edgewater Beach Hotel, 
Chicago, Illinois, February 12, 13, and 14, 1950. This 
year these will be section meetings: Psychosomatic 
aspects of allergic diseases, under the leadership of 
Harold Abramson, M.D., of New York; on Pediatrics, 
under Bret Ratner, M.D., of New York; on Allergies 
of the Nose and Throat, under George Shambaugh, M.D., 
of Chicago; on Allergic Diseases of the Skin, under 
Rudolph Baer, M.D., of New York City; and the 
Allergic Aspects of Rheumatism and Arthritis, under 
George Rockwell, M.D., of Cincinnati, as well as a gen- 
eral session of the College when hay fever, asthma and 
the newer drugs will be discussed under the leadership 
of John Mitchell, M.D., of Columbus, Ohio, the President 
of the College. 


This year the College is trying for the first time 
the experiment of offering its post collegiate instruc- 
tional course on the three days just preceding its annual 
conclave. This course has been arranged with the 
thought in mind that 10% or more of all the patients 
in a physician’s practice have an allergic component in 
their complaint. The course is therefore an extremely 
practical one. <A fee of $35.00 will be charged for 
the three-day course lasting through February 9, 10, and 
11. For further information and registration write 
Fred Wittich, M.D., Secretary-Treasurer, American Col- 
lege of Allergists, LaSalle Medical Building, Minne- 
apolis, Minnesota. 


Un Congrés International d’ Anesthésiologie, organisé 
par la Société Francaise d’Etudes sur 1’Anesthésie et 
l’Analgesie, sous le patronnage du Conseil de Coordina- 
tion des Congrés Internationaux des Sciences médicales, 
constitué par 1’initiative conjuguée de 1’Unesco et de 
1’Oms, se tiendra a Paris les 20, 21 et 22 Septembre 
1951, dans les locaux de 1’Ecole des Infirmiéres 1’Hospice 
de la Salpétriére, 47, Boul. de 1’H6pital. Le Congrés est 
ouvert & toutes les personnes du monde entier s’intéres- 
sant 4 1’Anesthésie-Réanimation. 

Les langues officielles du Congrés sont: 


Frangais, 
Anglais, Espagnol et Italien. 


Participation au Congrés 
Membres Titulaires 


Pour chacun des membres de leur famille 2.500 Fr. 
Banquet par souscription 


Dr. David Nye Barrows, Director of Gynecology 
and Medical Executive Officer of the New York Poly- 
clinic Medical School and Hospital, has been made 
Dean of the institution as of January 1, 1951. Dr. 
Barrows also holds a position as Clinical Professor of 
Gynecology and Obstetrics at New York University 
College of Medicine. 


CANADIAN ARMED FORCES 
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CANADIAN ARMED FORCES 


News of the Medical Services 


Surgeon Captain E. H. Lee, R.C.N., along with three 
other members of the R.C.N. were recently awarded the 
United States Legion of Merit for the part they played 
in the rescue of 18 crew members of a crashed B29 
bomber November 19, 1949. The citation for the award 
to Surgeon Captain Lee, now Command Medical Officer, 
Atlantic Coast, reads in part: 

‘“Surgeon Captain Lee, having transferred by boat 
from ‘Magnificent’ to ‘Haida’ in treacherous seas, 
administered to the needs of the exhausted and suffer- 
ing survivors in an efficient and humane manner. His 
conduct was a credit to the high standards of both the 
Naval Service and the medical profession and his work 
was a highly essential part of one of the most extensive 
sea searches in the history of the Western Atlantic. ’’ 


Surgeon Commander M. Wellman, R.C.N., recently 
Principal Medical Officer, 7.M.C.S. Magnificent, has com- 
menced a year long course in psychiatry at the Institute 
of Living, Hartford, Conn. 


Surgeon Lieutenant Commander J. W. Green, R.C.N., 
having completed a course in Anesthesiology at the 
Montreal College of Anesthesia, has been appointed to 
R.C.N. Hospital, Esquimalt, B.C. 


The 4th annual conference of the Director General 
of Medical Services, and Command and Area Medical 
Officers of the Canadian Army is being held at Army 
Headquarters, Ottawa, on February 28, March 1 and 2, 
1951. 


Brigadier W. L. Coke, O.B.E., C.D., Director General 
of Medical Services, Canadian Army, recently completed 
a three weeks’ inspection tour of Active and Reserve 
Medical Units in Prairie and Western Commands in- 
eluding Churchill and Whitehorse. During his tour he 
visited Fort Lewis, Washington, U.S.A., and inspected 
the medical units of the Canadian Army Special Force. 


The three R.C.A.M.C. Officers who wrote the recent 
examinations held by the Royal College of Physicians 
and Surgeons of Canada were successful. Lieutenant- 
Colonel E. H. Ainslie has been admitted as F.R.C.P.; 
Major F. C. R. Chalke has received his certificate as 
Specialist in Psychiatry and Major G. C. Lippert has 
received his. certificate as Specialist in General Surgery. 


Lieutenant-Colonel G. L. Morgan-Smith, O.B.E., C.D., 
Command Medical Officer, Prairie Command, has been 
selected to attend the 1951 course at the Australian 
Staff College at Queenscliffe, Victoria State. Lieutenant- 
Colonel C. G. Wood, O.B.E., C.D., who has completed the 
course at the Canadian Army Staff College, has been 
posted to Prairie Command to replace Lieutenant-Colonel 
Smith as Command Medical Officer. 


It was with great regret that the R.C.A.M.C. received 
news of the death of Major-General R. Luton, C.B.E., 
M.C., C.D., Honorary Colonel Commandant of the Royal 
Canadian Army Medical Corps. Major-General Luton 
was buried with full military honours at Beechwood 
Cemetery, Ottawa, Ontario, on November 23, 1950. 


Wing Commander G. D. Caldbick attended the Tech- 
nical Advisory Committee on Public Health Laboratory 
Services, which was held in Ottawa during December. 
He represented the Medical Services of the Department 
of National Defence. 


The Advisory Medical Committee to the R.C.A.F. 
recently held their quarterly meeting in Winnipeg. 
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Picture. 
the patient 


wae transparencies 


To fill files quickly with material in the most 
useful form for presentation and discussion, 
make it a practice to photograph the significant 
visual aspects of all noteworthy cases... on 
miniature (135 or 828) Kodachrome Film, for 
2x2-inch slides. 

Then, to present such material with maxi- 
mum effectiveness, use a Kodaslide Projector, 
Master Model. Versatile and simple to operate, 
it takes lamps of wattage from 300 to 1000 and 
can be fitted with the choice of 5 Lumenized 
Kodak Projection Ektar and Kodak Ektanon 
Lenses .. . thus it produces images with superb 
edge-to-edge brilliance and color accuracy, in 
the smallest room or the largest auditorium. 

For further information about Kodaslide Pro- 
jector, Master Model, as well as Kodaslide Pro- 
jectors, 1A and 2A, and Kodaslide Table View- 
ers, A and 4X ...see your photographic dealer 
... Or write to Canadian Kodak Co., Limited, 
Toronto 9, Ontario. 


Serving medical progress through Photography and Radiography 
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Single light at camera, 
level with camera lens. 





















Kodak Products for 
the Medical Profession include: 


X-ray film, screens, and chemicals; electrocardio- 
graphic papers and film; cameras and projectors— 
still- and motion-picture; photographic film — full- 
color and black-and-white (including infrared); pho- 
tographic papers; photographic processing chemicals; 
microfilming equipment and microfilm. 
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Book REVIEWS 


Book Reviews 


Visual Anatomy Head and Neck. S. M. Friedman, 
Professor of Anatomy, University of British Colum- 
bia, Vancouver, Canada. Formerly, Associate Pro- 
fessor of Anatomy, McGill University, Montreal. 
217 pp., illust. $7.75. Charles C. Thomas, Spring- 
field, Illinois; The Ryerson Press, Toronto, 1950. 


There can be no objection to an anatomical guide 
depending almost entirely on its illustrations. Have we 
not the example of Vesalius, whose text no one ever has 
or ever will read, but whose illustrations are so irre- 
sistible? Dr. Friedman’s book, as the title implies, is 
designed to teach anatomy by illustrations, and one 
realizes from it at once how effective the method can 
be—with the right kind of _ illustrations. 
methods of photography and colour are highly impres- 
sive, but they are not indispensable. In this book black 
and white diagrammatic drawings are used, with oc- 
casional colouring of linear structures, and Dr. Fried- 
man’s skill and artistic sense has produced such in- 
tensely pleasing results that they fully meet the primary 
requisite of all pictures, namely, that they should at- 
tract. As the author points out in his extremely inter- 
esting preface one difficulty in teaching anatomy is to 
present the student with the facts without burdening him 
with the difficulties of dissection itself. He has aimed 
at setting out these facts visually, giving short com- 
mentaries at the same time. The medical student of 
course is not meant to depend solely on such a book. 
But for revision or for graduate study it has accuracy 
and discrimination of a high order. It should take a 
high place in the list of books designed to overcome 
the increasing difficulty of teaching anatomy. 


The Principles and Practices of Rehabilitation. H. H. 
Kessler, 141 pp., illust. $10.80. Lea & Febiger, 
Philadelphia; Macmillan Co. of Canada Ltd., 
Toronto, 1950. 


In this book a complete outline of the rehabilitation 
of the disabled of all types is given. Most doctors could 
counsel their patients a great deal better with this 
valuable addition to their libraries. Since many of the 
chapters are not written in medical technical terms, the 
book would be of interest to social service workers and 
to the many laymen of service and welfare organizations 
who help finance schemes for the betterment of the 
handicapped. The first part of the book treating of 
‘*Principles’’ goes into considerable detail in describing 
the various phases. The réles of the private physician, 
of private agencies and of government are discussed at 
length. Chapters on plastic surgery, physical condition- 
ing and occupational therapy are short interesting mono- 
graphs giving a bird’s eye view of the field and written 
by competent specialists. The organization of a re- 
habilitation centre is described at length. The important 
phases of vocational guidance training and placement 
are given separate chapters. The section entitled, 
‘*Practises’’, goes into the specific types of problem: 
amputation, psychiatric disabilities, neurological dis- 
orders including cerebral palsy and poliomyelitis, tuber- 
culosis, heart disease, blindness and deafness. Re- 
habilitation enters into many fields; this book deserves 
a very wide distribution. 


The Breast. F. D. Saner, Surgeon, Royal Northern 
Hospital. 316 pp., illust. $8.50. John Wright & 
Sons Ltd., Bristol; Simkin Marshall Ltd., London; 
Macmillan Co. of Canada Ltd., Toronto, 1950. 


This book prepared by the editor in collaboration with 
fifteen well-known authors is an excellent and very useful 
treatise on the breast. It is profusely illustrated by 
excellent photographie reproductions, some in colour, 
anatomical drawings and diagrams. The first four 
chapters deal with structure and function, methods of 
examination and diagnosis. Dysplasia, mastitis, benign 


Modern - : 
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tumours and chronic infective lesions are then dealt with, 
and there is a chapter on the nipple and skin. The 
remaining five chapters deal with cancer and its treat- 
ment, with a section on plastic surgery. An appendix 
gives many charts of statistical data on carcinoma of 
the breast. The terminology used is neither cumbersome 
nor confusing and the classifications of the diseases are 
sound and practical. There is nothing superfluous in this 
book. It is a commendable feat of clarity and concise- 
ness, yet it is comprehensive and well supported by the 
bibliography. The student, the intern and the surgeon 
will find it a very useful work. 


Textbook of Endocrinology. Edited by Robert H. 
Williams, Executive Officer and Professor of Medi- 
cine, University of Washington Medical School, 
Seattle. 793 pp., illust. $11.50. W. B. Saunders 
Co., Philadelphia and London; McAinsh & Co., Ltd., 
Toronto, 1950. 


The chapters of this book were written by promi- 
nent clinical investigators who need little introduction 
to Canadian physicians. Williams contributed sections 
on the pituitary, on the thyroid, and on laboratory 
diagnostic procedures. G. W. Thorn and P. H. Forsham 
wrote on adrenal insufficiency and also on the pancreas 
and diabetes mellitus. Sound contributions in their 
special field were also made by E. J. Kepler and W. 
Locke (adrenal hyperfunction), J. E. Howard and A. 
W. Scott (testes), E. C. Reifenstein, Jr. (para- 
thyroids), L. Wilkins (influence of endocrine glands 
upon growth), and L. H. Newburgh (obesity). The 
chapter on the ovaries by G. V. Smith is generally 
well arranged, and also provides concise statements 
on the menstrual toxin hypothesis, and on toxemia of 
pregnancy, concerning which the author’s conception 
of etiology and treatment are not yet generally ac- 
cepted. A chapter unexpectedly found in this text- 
book is that by H. B. Friedgood on neuroendocrine 
and psychodynamic aspects of the endocrinopathies. 
Here are included both neurological evidence on the 
association of hypothalamic centres with the hypophysis, 
and also psychobiological concepts expressed in the 
new-dimensional vocabulary. The hyperphagia, which 
results in the obesity, is interestingly discussed. How- 
ever, the reviewer questions the opinion that genital 
hypoplasia is recognizable before puberty, so that the 
adiposo-genital syndrome could be diagnosed in young 
children. On the whole, in this book there is little 
attention to the work on experimental animals, but 
the clinician will find much of interest. 


Emergency Surgery. H. Bailey, Surgeon and Surgeon- 
in-Charge of the Genito-urinary Department, Royal 
Northern Hospital, London. 556 pp., illust., part 
III, 6th ed. John Wright & Sons Ltd., Bristol; 
Simkin Marshall Ltd., London; Maemillan Co. of 
Canada Ltd., Toronto, 1950. 


After reading many of Hamilton Bailey’s texts, one 
is inclined to feel that, as Dickens’ favourite child was 
‘*David Copperfield’’, so Bailey’s is ‘‘Emergency Sur- 
gery’’. The sixth edition of this well-known text is 
issued in five parts, the third part, which is reviewed 
here, consisting of 17 chapters. They cover genito- 
urinary emergencies principally, but also touch on many 
other subjects, including the rectum, obstetrical emer- 
gencies, postoperative complications and fecal fistule. 
Particularly excellent is the chapter on phlebothrombosis 
in which no stand is taken on the anticoagulant-ligation 
controversy, both sides being presented instead, with 
considerable fairness and clarity. In keeping with 
Hamilton Bailey’s principle in all of his books, illustra- 
tions are profuse, pertinent and excellently clear. The 
text is simple, well organized, and informative, yet none 
the less highly readable. Included are welcome touches 
of humour which are all too rare in medical books written 
on this continent; for example, on page 547 we are told 
the somewhat drastic means by which Central African 
women avoid rape. It is perhaps regrettable that the 
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HEPARIN 


Clinical experience in the use of Heparin as a blood anticoagulant has 
extended over many years. The product has been administered intravenously 
in very dilute solution. 


Recent experience has shown that intramuscular injection of concentrated 
solutions is an effective means of prolonging clotting time. This method of 
treatment provides an increased measure of freedom for the patient and can be 
extended over a period of months on the basis of two or three daily injections. 


HOW SUPPLIED 


Solution of Heparin—Distributed in rubber-stoppered vials as sterile neutral 
solutions of heparin prepared from purified, dry sodium salt of heparin 
containing approximately 100 units per mg. The product is supplied in the 
following strengths: 


1,000 unlts per cc. 
5,000 units per cc. 
10,000 units per cc. 


Heparin (Amorphous Sodium Salt)—Dispensed in 100-mg. and 1-gm. phials 
as a dry powder, containing 95 to 100 units per mg., for the preparation of 
solutions for laboratory use. 


Recent References: 


Stats, D., and Neuhof, H.: Am. J. Med. Sci., 1947, 214: 159. 
Walker, J.: Surgery, 1945, 17: 54. 


Cosgriff, S. W., Cross, R. J., and Habif, D. V.: Surgical Clinics 
of North America, 1948, 324. 


De Takats, G.: J.A.M.A., 1950, 142: 527. 


CONNAUGHT MEDICAL RESEARCH LABORATORIES 


University of Toronto Toronto, Canada 


Established in 1914 for Public Service through Medical Research and 
the development of Products for Prevention or Treatment of Disease. 
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present world situation is liable to cause a greater 
demand for this work, for although the text is not 
primarily a traumatic surgery book, its traumatic ap- 
plications are all too obvious. Despite the many re- 
strictions which shortages must have imposed on this 
work, Hamilton Bailey has once again produced an excel- 
lent book. We believe both the student and the experi- 
enced surgeon will find it highly profitable. 


Diseases of the Foot. E. D. W. Hauser, Associate 
Professor of Bone and Joint Surgery, Northwestern 
University Medical School. 415 pp., illust., 2nd ed. 
$8.00. W. B. Saunders Co., Philadelphia and Lon- 
don; 1950; MecAinsh & Co., Ltd., Toronto, 1950. 


In this second edition the author has re-arranged 
some sections for clarification, and added new material 


to bring in new work of the past decade. The book.- 


was prepared ‘‘to fill a need among physicians’’, for 
a practical reference work on foot problems of gen- 
eral practice. Though it deals with a very compre- 
hensive list of ‘‘foot diseases’’, it is not a detailed 
reference work for the orthopedic surgeon, but rather 
a guide to the physician in the diagnosis and practical 
management of the foot problems of his patients. 
There is included, however, much special knowledge 
that is not required by the physician, and the ortho- 
pedic surgeon will find many things in the book to 
contemplate. This is an interesting and informative 
book for general practitioner and specialist and can 
be recommended a place on the book shelf in a section 
where it has few practical companions. 


The Practice of Endocrinology. Edited by R. Greene. 
366 pp., Illust. 52s. 6d. Eyre & Spottiswoode Ltd., 
London. 


The editor prepared the chapters on the hypothala- 
mus, the pineal body and adiposity, and he collaborated 


with J. M. Robson, Guy’s Hospital Medical School, in 
the section on sex and reproduction. He also col- 
laborated with F. F. Rundle, surgeon, St. Bartholo- 
mew’s Hospital, in the discussion on the thyroid gland. 
The thymus was considered by P. H. Sandifer, Maida 
Vale Hospital for Nervous Disease. The remaining 
three collaborators have still wider reputations on this 
side of the Atlantic. A.C. Crooke, Birmingham United 
and other hospitals, wrote the sections on the pituitary 
and adrenal glands; Donald Hunter, London Hospital, 
the chapter on calcium metabolism and the parathyroid 
glands; and R. D. Lawrence, King’s College Hospital, 
the chapter on carbohydrate metabolism and diabetes 
mellitus, As is so generally true of British textbooks, 
this book is clearly and concisely written. The dif- 
ferentiation of clinical syndromes receives prominence 
so that the text may serve as a useful guide to the 
practitioner. 


Office Treatment of the Nose, Throat and Ear, A. R. 
Hollender, Professor of Otolaryngology, Emeritus, 
University of Illinois College of Medicine. 620 pp., 
illust., 3rd ed. $7.50. Year Book Publishers, Inc., 
Chicago, 1950. 


The author sticks closely to his title throughout 
and the book is an extremely good manual of treat- 
ment. The numerous advances in nutrition and chemo- 
therapy have rendered many of the older major operations 
obsolete and little mention is made of them. Surgery 
and the cautery have given place to immunology and 
office treatments. The book is well organized and 
has many good illustrations. In each chapter are many 
free quotations from the literature. Some of these 
are confusing and contradictory to the reader but this 
is largely offset by the author’s summary or ‘‘evalua- 
tion’’ at the end of each chapter. Indeed the busy 
doctor would be well repaid by reading these evalua- 
tions alone. Chapters in psychosomatic medicine, al- 
lergy, facial paralysis, neuralgias and headache show 
the trend of otolaryngology back to general medicine 
from which it sprang. This book will make a useful 
addition to any doctor’s library. 
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Recent Advances in Ocular Prosthesis. J. H. Prince. 
155 pp., illust. $3.35. E. & 8. Livingstone Ltd., 
Edinburgh; Macmillan Co. of Canada Ltd., Toronto, 
1950. 

This is a companion volume to ‘‘Ocular Prosthesis’’, 
by the same author. The chapters contain techniques 
for making conjunctival impressions, descriptions of 
meshed implants, the properties of methylmethacrylate, 
the preparation of artificial irides, and the fabrication 
of acrylic eyes. The best part of the book is the de- 
scription both of techniques and of properties of 
materials. The author has a direct style which lends 
itself to easy reading. He not only tells of the pro- 
cedures but he fits in recent variations and present dif- 
ficulties. He integrates each techniquue with the basic 
principle involved in such a way that he naturally 


.follows with the problems which still remain. The 


chapter on properties of methyl-methacrylate contains a 
number of points which can be valuable to anyone inter- 
ested in prosthetic devices. The chapters describing 
the clinical procedures and clinical problems is not up 
to the standard of the rest of the book. 


The Pathology of Internal Diseases. W. Boyd, Pro- 
fessor of Pathology and Bacteriology in the Uni- 
versity of Toronto, Toronto. 866 pp., illust., 5th 
ed. $13.20. Lea & Febiger, Philadelphia; published 
in Canada by the Macmillan Co. of Canada, Toronto, 
1950. 

The fifth edition of this well known text book is 
essentially the same as earlier ones. There is additional 
material on a number of newer concepts such as diffuse 
collagen disease, and Ellis’ classification of glomeru- 
lonephritis. The style is magnificent, and the whole 
book is eminently readable. 


Cell Physiology and Pharmacology. J. F. Danielli, 
Professor of Zoology, King’s College, London and 
Honorary Lecturer in Pharmacology, University 
College, London. 156 pp. $3.00. Elsevier Publish- 
ing Co., Inc., New York, Amsterdam, London, 1950. 
Bridging the gap between cellular physiology and the 

pharmacology of intact organisms, is no easy task. The 
author, by reason of his long experience in cellular 
physiology and more recent and successful adventures 
in the designing of therapeutic agents, is excellently 
qualified to point out relationships which may be profit- 
able to those engaged in the designing and testing of 
new drugs. Generalizations concerning the relation of 
chemical structure to biological action have, so far, con- 
sisted mostly of empirical half-truths of limited ap- 
plicability. The author does not attempt to cover this 
field but he does direct many shafts of illumination on 
parts of the murky subject. Pharmacologists and 
chemists will weleome these. 


The Antihistamines: Their Clinical Application. S. M. 
Feinberg, Associate Professor of Medicine; S. 
Malkiel, Assistant Professor of Medicine, A. R. 
reinberg, Clinical Assistant in Medicine, Northwestern 
University Medical School. 291 pp. $4.00. Year 
‘ Book Publishers, Inec., Chicago, 1950. 


Such a mass of published material has appeared since 
1945 on the antihistamines that an up to date review is 
especially welcome from some of the earliest and most 
active experimental and clinical investigators in the 
field in America. The volume is divided into two see- 
tions, the first dealing with experimental work, the 
second with clinical experience. The experimental re- 
view is brief but satisfactory. The clinical section is 
more detailed and covers clinical observation in all 
recognized allergic manifestations of the respiratory 
tract, and of dermatoses, diseases of the eye, collagen 
diseases, the common cold, gastro-intestinal disease and 
motion sickness. There is a valuable section on dosage 
and factors governing dose, drug combination and admin- 
istration, as well as a section on toxic effects. It is a 
timely, critical and practical presentation of a topic of 
widespread interest. 

Continued on page 33 
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Books are acknowledged as received, but in some cases 
reviews will also be made in later issues. 





An Index of Tumour Chemotherapy. H. M. Dyer, Biochemist, 
ational Cancer Institute. 329 pp. Federal Security Agency, 
U.S. Public Health Service, National Institute of Health 
l.ethesda, Md., 1949. 


The Prostate Gland. H. R. Kenyon, Associate Clinical Pro- 
fessor, Department of Urology, New York University, Bellevue 
Medical Centre. 194 pp. $3.75. Randon House, New York; 
I:andom House of Canada Ltd., Toronto, 1950. 


Tinplate Handbook. W. E. Hoare, Head of Tinplate Section, 
‘in Research Institute. 31 pp., illust. Tin Research Institute, 
Creenford, 1950. 


Injuries to the Ankle. J. G. Bonnin, Orthopedic Surgeon, 
Central Middlesex Hospital. 412 pp. 63s. Messrs. William 
Heinemann, Medical Books Ltd., London, England, 1950. 


Significance of the Body Fluids in Clinical Medicine. L. H. 
Newburgh, Professor of Clinical Investigation, University of 
Michigan Medical School, Ann Arbor, Mich. 76 pp., illust. 
s2.00. Charles C. Thomas, Springfield, Ill., 1950. 


Favorite Prescriptions. Edited by Sir H, Ogilvie and W. A. 
k. Thomson. 76 pp. 4s. The Practitioner, London, Eng., 1950. 


Surgery of the Shoulder. A. F. DePalma, James Edwards 
Professor of Orthopedic Surgery and Head of the Department, 
Jefferson Medical College, Philadelphia; Attending Orthopedic 
Surgeon, Methodist Episcopal Hospital, Philadelphia; Attending 
Orthopedic Surgeon, St. Agnes Hospital, Philadelphia. 438 pp., 
illust. $19.00. J, B. Lippincott Co., Montreal, 1950. 


Practical Gynzcology. W. J. Reich, Attending Gynecologist, 
Cook County Hospital; M. J. Nechtow, Associate Attending 
Gynecologist, Cook County Hospital. 499 pp., illust. $12.50. 
J. B. Lippincott Co., Montreal, 1950. 


The Ciba Collection of Medical Illustrations. F. H. Netter. 
221 pp., illust. Ciba Pharmaceutical Products, Inc., Summit, 
New Jersey, 1950. 


Cancer of the Colon and Rectum. F. W. Rankin, Surgeon, 
St. Joseph’s and Good Samaritan Hospitals, Lexington, Ken- 
tucky and A. S. Graham, Surgeon, Stuart Circle Hospital, 
Richmond, Virginia. 427 pp., illust., 2nd ed. $9.00. Charles C. 
Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 1950. 


Surgery of the Eye Injuries. <A. Callahan, Professor of 
Ophthalmology, Medical College of Alabama and _ Director, 
Thigpen-Cater Eye Hospital, Birmingham, Alabama. 217 pp., 
illust. $13.75. Charles C, Thomas, Springfield, Illinois; The 
Ryerson Press, Toronto, 1950. 


Radiation Therapy in the Management of Cancer of the 
Uterine Cervix. S. T. Cantril, Director, Tumour Institute of 
the Swedish Hospital, Seattle, Washington. 196 pp.. illust. 
$6.50. Charles C. Thomas, Springfield, Illinois; The Ryerson 
Press, Toronto, 1950. 


Selected Studies on Arteriosclerosis. R. Altschul, Professor 
ot Histology, University of Saskatchewan, Saskatoon, Canada. 
is2 pp., illust. $6.50. Charles C. Thomas, Springfield, Illinois; 
The Ryerson Press, Toronto, 1950. 


Postgraduate Lectures on Orthopzedic Diagnosis and Indica- 
tions. <A. Steindler, Professor of Orthopedic Surgery, State 
University of Iowa, Iowa City, Iowa. Vol. I, 289 pp., illust. 
‘°.00. Charles C. Thomas, Springfield, Illinois; The Ryerson 
l’'ress, Toronto, 1950. 


Acute Head Injury. J. P. Evans, Associate Professor of 
Surgery; Director, Division of Neurological Surgery, University 
©! Cineinnati College of Medicine, Cincinnati, Ohio. 116 pp., 
iiust. $3.00. Charles C. Thomas, Springfield, Illinois; The 
Iverson Press, Toronto, 1950. 


On the Experimental Morphology of the Adrenal Cortex. 
tiins Selye, Professor and Director of the Institute of Experi- 
nental Medicine and Surgery, University of Montreal, Montreal, 
Conada, and H. Stone, Institute of Experimental Medicine and 
Saurgery, University of Montreal. 105 pp., illust. $3.00. Charles 
Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 

0. 


Plasma Clot Suture of Peripheral Nerves and Nerve Roots. 
|. M. Tarlov, Associate Professor of Neurosurgery, New York 
\i -dieal College, New York. 116 pp., illust. $6.50. Charles C. 
Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 1950. 


The CEsophagus and Pharynx in Action. W. Lerche, Fellow 
‘merican College of Surgeons. 222 pp., illust. $6.50. Charles 
C. Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 
bvo¥. 


The Clinical Use of Radioactive Isotopes. B. V. A. Low-Beer, 
ssociate Professor of Radiology, University of California Medi- 
Csl School, San Francisco, California. 414 pp., illust. $12.25. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
‘Toronto, 1950. 


The Diagnosis and Treatment of Endocrine Disorders in 
Childhood and Adolescence. L. Wilkins. Associate Professor of 
I #diatrics, The Johns Hopkins University, Baltimore, Mary- 
lind, 384 pp., illust. $15.50. Charles C. ‘Thomas, Springfield, 
l\iinois; The Ryerson Press, Toronto, 1950. 
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New Books from Livingstone 


Textbook of 
PHYSIOLOGY and BIOCHEMISTRY 


By G. H. Bell, B.Se., M.D., F.R.F.P.8.G., 
F.R.S.E., Professor of Physiology in the Univer- 
sity of St. Andrews at University College, 
Dundee; J. Norman Davidson, M.D., D.Sc., 
F.R.F.P.S.G., F.R.1.C., F.R.S.E., Gardiner 
Professor of Physiological Chemistry, University 
of Glasgow; and Harold Scarborough, M.B., 
Ph.D., F.R.C.P.E., Professor of Medicine in the 
Welsh National School of Medicine of the 
University of Wales. 


918 pages, fully illustrated. 1950. Price $8.50. 


A Handbook on 
DISEASES of CHILDREN 


By Bruce Williamson, M.D., F.R.C.P., Physician, 
ee Department, Royal Northern Hospital, 
London. 


moet Sixth Edition. 1951. 440 pages, illustrated. Price 
.35. 


oo PH 


CLEFT PALATE and SPEECH 


By Muriel E. Morley, B.Sc., F.C.S.T., Speech 
Therapist, Royal Victoria Infirmary, Newcastle- 
upon-Tyne. 
Revised Second Edition. 1951. 160 pages, illustrated. Price 
$2.40. 


THE MACMILLAN COMPANY OF CANADA LTD. 
70 Bond Street Toronto 2, Ontario 


PROGRESS IN GYNECOLOGY 
Volume Il 


Edited by Joe V. Meigs, and Somers H. 
Sturgis, both of Harvard Medical School. 
For this second ‘volume, seventy outstanding 
men have each contributed a short concise 
review of their specialty. The thorough revisions 
and many new chapters make available the 
advances in clinical gynecology during the last 
three years. 837 pages, 233 illustrations, 
second printing, 1950, $11.50. 


GENERAL PSYCHOTHERAPY 


Dynamics and Procedures 


By D. Ewen Cameron, McGill University, 
Montreal. One of the first books to appear in 
the field of general psychotherapy, this is planned 
for the practising psychiatrist, the teacher and 
the student. The data presented have been 
stated in terms common to psychiatry and to the 
experimental social sciences. 312 pages, 1950, 
$6.00. 
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Classified Advertisements 


Send copy to Canadian Medical Association, 3640 
University Street, Montreal, not later than the fifteenth 
of the month previous to issue. 

Rates: $2.50 for each insertion of 40 words or less, 
additional words 5c each. 


_INTERNSHIPS IN ANAESTHESIA.—Applications will be re- 
ceived from graduates of approved medical schools for_intern- 
ship in the Department of Anesthesia, Royal Victoria Hospital, 
Montreal. One year of approved general internship is a pre- 
requisite. Term of service either one or two years from the 
date of appointment, Salary and maintenance. Appointments 
begin June Ist, July 1st, and August Ist, 1951, or earlier. A 
wide experience in the various anesthetic techniques is afforded. 
Address applications to: The Superintendent, Royal Victoria 
Hospital, Montreal 2, Que. 


NOTICE OF FELLOWSHIP IN POLIOMYELITIS. — The 
Hospital for Sick Children, Toronto, Canada. Beginning Januar) 
1, 1951, there will be available a fellowship with a tenure oi 
one year for experimental research in poliomyelitis. The value 
of the fellowship, which is without board or residence, will 
depend upon the qualifications of the applicant with a maximum 
of $3,500.00 per annum. Applicants should state age, sex, marita! 
status, medical school and date of graduation. Experience ir 
Pathology and/or Bacteriology is desirable. Applications should 
be addressed to Mr. J. : Bower, Superintendent, The 
Hospital for Sick Children, Toronto, Ontario. 


NOTICE.—APPLICATION FOR INTERNSHIP AT ST. LUKE 
HOSPITAL. St. Luke Hospital in Montreal will consider the 
applications of doctors requesting rotating internship through 
its various services. St. Luke Hospital has a capacity of 456 
beds and is approved by Canadian Medical Association and also 
approved by the American College of Surgeons; the quarters 
for interns were very recently furnished and offer first rate 
accommodation; salary, $75.00 per month through the first year; 

i Written applications 
, St. Luke Hospital, 


WANTED TO BUY.—Medical and Dental books before 1850, 
or later by Osler, Cushing, Kelly, Kraepelin, Canniff and_Bucke. 
Specialty Book Concern, 182 Spadina Ave., Toronto, Ontario 
Phone Plaza 1285. 


WANTED TO BUY.—Good used Binocular Microscope. Ap- 
ply to The Secretary, Union Hospital, Balcarres, Saskatchewan. 


POSITION VACANT.—Graduate with approved internship as 
Resident in Sanatorium. Extension to 350-bed institution near- 
ing completion includes new surgical division. Preference to 
man interested in chest surgery and permanent appointment 
when qualified. January vacancy, salary open. Apply to Medi- 
cal Superintendent, Royal Ottawa Sanatorium, Ottawa, Ontario. 


POSITION VACANT.—There is an opening for a General 
Practitioner in the District of Miniota, Manitoba, which takes 
in the Rural Municipality of Miniota. Area: 9 townships, 5 
villages, Indian reservation, population approx. 2,000. English- 
speaking and good farming district. Previous doctor practised 

This Area is in Hamiota Hospital District with 


$100.00 a month will be paid by Council, without obliga- 
tion until doctor is established. Accommodation provided at 
nominal rent, Road to main Hospital will be kept open the 
year around. A personal inspection would be desired. Forward 
enquiries to E. J. Spalding, Miniota, Manitoba. 


POSITION VACANT.—The Little Bow Municipal Hospital 
District No. 25 invites inquiries from qualified physicians and 
surgeons who might be desirous of locating in a rural hospital! 
district, either by contract or by private practice. An eighteen 
bed hospital serves the district. If interested communicate with 
“The Secretary-Treasurer’’, Litthe Bow Municipal Hospital Dis- 
trict No, 25, Carmangay, Alberta. 


POSITION VACANT.—Available at Albany Hospital, Albany, 
New York (affiliated with Albany Medical College) beginning: 
July 1, 1951, the following positions: two-year rotating intern- 
ships, surgical internships, and three-year residents in genera! 
practice. For further information write J. K. Meneely, Jr. 
M.D., Assistant Dean, Albany Medical College, Albany 1, New 
York. 


POSITION VACANT.—Applications are invited for three 
Assistant, one Associate and one full Resident in Pediatrics i» 
the Pediatric Department of the Vancouver General Hospital, 
Vancouver, B.C., to commence July 1, 1951 for one year. 
Salaries per month: Assistant Resident $80; Associate Residen| 
$125; Full Resident $150. Details on application to The Secre 
tary, Intern Committee. 
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THE NEW NESTLE’s EVAPORATED MILK 
supplies 480 I. U. of Vitamin D, per Imperial pint* 


- For years, Nestlé’s brand of evaporated milk has helped thousands 
of infants get a good start in life. TODAY, Nestlé’s has produced a 
Ss new milk with all the original fine Nestlé’s qualities—plus a great 
“ improvement that makes it better than ever for babies. 


*24 I. U. of Pure Crystalline Vitamin Ds; are added to each fluid 
- ounce of this milk. Every reconstituted Imperial quart provides 
. 480 I.U. of Vitamin Ds .. . a form of Vitamin D produced in the 
human body by sunshine and identified with the principal natural 
Vitamin D in Cod Liver Oil. 


al Nestlé’s milk is fortified with pure crystalline Vitamin D3, by a 
a method which ensures the retention of all its natural vitamins, with- 
out changing the flavor. 


When you prescribe a Nestlé’s Milk formula—you assure a safe, 
- sure and adequate supply of Vitamin D ... provided in a dependable, 
easy, economical way. 


\- No feeding instructions furnished to the laity. 
NESTLE’S MILK PRODUCTS (CANADA) LIMITED 


METROPOLITAN BUILDING, TORONTO, ONTARIO 
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Progress in Gynzcology. J. V. Meigs, Clinical Professor of 
Gynecology, Harvard Medical School, and S, H. Sturgis, Clinical 
Associate in Gynecology, Harvard Medical School. Vol. Il, 821 
pp., illust. $11.50. Grune & Stratton, New York; The Ryerson 
Press, Toronto, 1950. 


Serology with Lipid Antigen. R. L. Kahn, Associate Profes- 
sor in Department of Dermatology and Syphilology, University 
of Michigan Medical School. 327 pp. $6.50. The Williams & 
Wilkins Co., Baltimore; Burns & MacEachern, Toronto, 1950. 


The Biology of Human Starvation. A. Keys, J, Brozek, 
A. Henschel, 0. Mickelsen, H. L. Taylor, with the assistance of 
E. Simonson, A. S. Skinner and S. M. Wells, of the Laboratory 
of Physiological Hygiene, School of Public Health, University 
of Minnesota, Vol. I, 763 pp., illust. $19.75. Vol. II, 1385 pp., 
illust. $19.75. The University of Minnesota Press, Minneapolis, 
1950. 


Thromboembolic Conditions and Their Treatment with Anti- 
cOagulants. C. D. Marple, Assistant Clinical Professor, Division 
of Medicine, University of California Medical School, San Fran- 
cisco, Calif., and I. S. Wright, Professor of Clinical Medicine, 
Cornell University Medical College. 416 pp., illust. $10.25. 
Charles C. Thomas, Springfield, Illinois; The Ryerson Press, 
Toronto, 1950 


Plasma Proteins. Edited by J. B. Youmans, Dean and Pro- 
fessor of Medicine, School of Medicine, Vanderbilt University, 
Nashville, Tenn. Vol. II, 352 pp., illust. $7.75. Charles C. 
Thomas, Springfield, Illinois; The Ryerson Press, Toronto, 1950. 


Urgent Diagnosis Without Laboratory Aid, Professor Dr. 
H. L. Baur, a.o. Professor of Internal Medicine, University of 
Munich. 85 pp. $2.75, Charles C. Thomas, Springfield, Illinois; 
The Ryerson Press, Toronto, 1950. 


Introduction to the Regulation of Blood Pressure and Heart 
Rate. C. Heymans, Professor of Pharmacology, University of 
Ghent (Belgium). 60 pp., illust. $2.75. Charles C. Thomas, 
Springfield, Illinois; The Ryerson Press, Toronto, 1950. 


Pain and its Problems. Edited by Sir H. Ogilvie and W. A. 
R. Thomson. 194 pp. 12/6. Eyre & Spottiswoode, London, 
Eng.; Staples Press Ltd., Rochester, Kent, 1950. 


The Truth About Your Eyes. D. Vail. 180 pp., illust. 
Farrar, Straus & Co., New York; Clarke, Irwin & 
Toronto, 1950. 


$3.50. 
Co. Ltd., 


General Ps mera Dynamics and Procedures. D. E. 
Cameron, Professor of Psychiatry, McGill University; Psychi- 
atrist-in-Chief, Royal Victoria Hospital; Director, Allan Me- 
morial Institute of Psychiatry, 300 pp. $6.00. Grune & 
Stratton, New York; The Ryerson Press, Toronto, 1950. 


Health Instruction Yearbook 1950. Compiled by O. E. Byrd, 
Professor of Health Education, and Director, Department of 
Hygiene, School of Education, Stanford University. 270 pp. 
$3.50. Stanford University Press, Stanford, 1950. 


Antipyrine: A Critical Bibliographic Review. L. A. Green- 
berg, Associate Professor, Applied Physiology, Yale University. 
135 pp. $4.00. Hillhouse Press, New Haven, Conn., 1950. 


Pediatric X-ray Diagnosis... J. Caffey, Professor of Clinical 
Pediatrics, College of Physicians and Surgeons, Columbia Uni- 
versity. 862 pp., illust., 2nd ed. $22.50. The Year Book Pub- 
lishers, Inc., Chicago, IIl., 1950. 


Modern Trends in Obstetrics and Gynecology. Edited by K. 
Bowes, Obstetric Physician, St. Thomas’s Hospital; Surgeon, 
Grosvenor Hospital for Women, London, Eng. 778 pp., illust. 
me Butterworth & Co. (Publishers) Ltd., London, England, 
1950. 


The Principles of Pathology. R. A. Wallis, Professor of 
Pathology, University of Leeds, England. 667 pp., illust. 50s. 
Butterworth & Co. (Publishers) Ltd., London, England, 1950. 


Life Stress and Bodily Disease. Proceedings of the Associa- 
tion, December 2 and 3, 1948, New York, N.Y. Res. Publ. Ass. 
nerv. ment, Dis. vol. XXIX. 1135 pp., illust. $16.75. The 
Williams & Wilkins Co., Baltimore; Burns & MacEachern, 
Toronto, 1950. 


British Encyclopzdia of Medical Practice. 
editorship of the Rt. Hon. Lord Horder, 
H.M. The King, Consulting Physician to 
Hospital, London. 2nd ed., vol. II. 
lishers) Ltd., London, Eng., 1950. 


Under general 
Extra Physician to 
St. Bartholomew’s 
Butterworth & Co. (Pub- 


Sexual Behaviour in Society. A. Comfort, Lecturer in 
Physiology, the London Hospital Medical College. 157 pp. $3.50. 
aa Viking Press, New York; Macmillan Co. of Canada, Toronto, 
1950. 


Introduccion a la Metodica Funcional 
Medicorforense. Professor E. G. Morales, 
cina Legal. 201 pp. 25 pes. 
66 al 76, Barcelona, 1950. 


ara el Diagnostico 
atedratico de Medi- 
Ediciones Byp, Calle Catabria, 


Patologia del Rinon Cardiaco. Dr. J, P. Redondo, Professor 
Adjunto de Patologia Medica. 269 pp. 20 pes. Ediciones Byp, 
Calle Calabria, 66 al 76, Barcelona, 1950. 
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Methods in Medicine. G. R. Herrmann, Professor of Medi- 
cine, University of Texas Medical Branch at Galveston. 488 pp., 
2nd ed. $8.25. The C. V. Mosby Co., St. Louis, Mo.; McAinsh 
& Co. Limited Toronto, 1950. 


Therapeutics in Internal Medicine. Edited by F. A. Kyser, 


Associate in Medicine, Northwestern University Medical School, 
715 pp. $12.00. Thomas Nelson & Sons, New York, 


Chicago. 
N.Y., 1950 


Therapeutic Radiology. G. W. Holmes, Radiologist, Waldo 
County Hospital, Maine; and M. D. Schulz, Radiologist, Massa- 
chusetts General Hospital. 347 pp., illust. $9.00. Lea & 
— Philadelphia; Macmillan Co. of Canada Ltd., Toronto, 


Handbook of Medicine. Revised by R. Coope, Physician, 
Liverpool Royal Infirmary, Consulting Physician, King Edward 
VII Sanatorium, Midhurst. 648 pp., illust., 11th ed. $3.75. E. 
& §S. Livingstone Ltd., Edinburgh; Macmillan Co. of Canada 
Ltd., Toronto, 1950. 


B. Herms, late Professor of Para- 
643 pp., illust., 
New York; Macmillan Co. of 


Medical nay. Ww. 
sitology, Emeritus, niversity of California. 
4th ed. $9.00. Macmillan Co., 


Canada Ltd., Toronto, 1950. 


Savill’s System of Clinical Medicine. 
E. C. Warner. 1197 pp., illust., 13th ed. 
a London, Eng.; Macmillan Co. of 


Revised and edited by 
6.75. Edward Arnold 
‘anada Ltd., Toronto, 


Orthopzedic Surgery. 
Surgery, 
$9.50. Edward Arnold & Co., 
Co. of Canada Ltd., Toronto, 1950. 


1 W. Mercer, Professor of -Orthopzxdic 
University of Edinburgh. 1016 pp., illust., 4th ed. 
London, England; Macmillan 


Mental Health Through Will-training. A. A. Low, Founder 
and Director of Recovery, Inc.; Professor of Psychiatry, Uni- 
versity of Illinois Medical School. 393 pp. $5.00. The Chris- 
topher Publishing House, Boston, 1950. 


Methods in Medical Research. 
chief. 312 pp., illust., vol. III. 
lishers Inc., Chicago, IIl., 1950. 


R. W. Gerard, 
$7.00. 


Editor-in- 
The Year Book Pub- 


Advances in Internal Medicine. W. Dock, Long Island College 
of Medicine, Brooklyn, N.Y. and I. Snapper, The Mount Sinai 
Hospital, New York. 349 pp., illust., vol. IV. $10.00. The Year 
Book Publishers Inc., Chicago, Ill., 1950. 


Continued on page 82 


MAIL US YOUR LIST TO-DAY 


oon ieee DE EEST 


ee eee 
} 


ce Te eee 


| 





